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Workplace violence is becoming increasingly difficult to ignore as it has become a 
significant problem within the healthcare sector. In New Zealand, much of the day-to-day 
care of people with challenging behaviours, disabilities and mental illness are provided by 
Non-Governmental Organisations (NGOs) in community based residential settings, often 
staffed by untrained healthcare support workers. A previous survey suggested the 
possibility of a direct relation between the communication style and approach that a 
caregiver uses in their work to the level of aggression experienced by them from patients. 
Staff training is often recommended as an essential part of any comprehensive approach 
for preventing and managing workplace violence, yet there is paucity of scientific evidence 
on the effectiveness of such interventions.    
 
Methods 
The thesis consists of two parts: a preliminary survey and a controlled trial. A web-
based cross-sectional survey assessed the nature of violence experienced and safety and 
training measures available to healthcare staff working in mental health and older peoples’ 
services of district health boards, non-governmental organisations and aged care facilities 
across New Zealand. A two arm, cluster randomised, single blinded, controlled trial was 
conducted among unregistered healthcare support workers to evaluate the effect of an 
intervention (communication skills training) to reduce the experience of aggression for 
healthcare support workers compared to an active control condition of mindfulness. Both 
the intervention (communication skills) and control condition (mindfulness) were group-





From the survey, managers reported high rates of verbal aggression (97.01%) and 
assaults against staff within their services. Sixty-eight percent of respondents stated that an 
increase in assaults against staff was due to an increase in violent events, and 43.1% 
related this to increased staff awareness and reporting of violent events to management. 
Safety measures were more widely available and accessible within hospital settings while 
the community sector was found to mostly rely on police for assistance when violence 
occurs. 
For the RCT, there was a significant drop in the rate of aggression over time with a 
mean score and standard deviation of 10.37(9.169) at baseline dropping to 6.07(6.923) for 
the Perception of Patient Aggression Scale-New Zealand across both the intervention and 
control groups. Equivalent results were noted with increased psychological well-being and 
communication competence, and decreased distress with both interventions. This was 
sustained at a six-month follow-up. However, the between-groups effect did not 




The perception of violence is high in healthcare. Prevention and management 
training is provided in public hospitals and aged care settings, but not so much in NGOs. 
All areas of healthcare provision could benefit from increased evidence-based aggression 
prevention training programmes. The results of the RCT suggest that communication skills 
training intervention was effective at reducing perceived aggression, improving mental 
well-being, increasing communication competence and decreasing level of stress – but no 
better than the control condition of mindfulness. 
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Within this study, the definition of terminologies and abbreviations used are 
defined and expanded here to ease the readability and comprehension of the thesis. 
 
 CC - Complete Case 
 Clinician - registered healthcare professional  
 Control - Mindfulness  
 Control group - participants who received Mindfulness training 
 DHB - District Health Board 
 Healthcare support workers - community support workers, unregistered healthcare 
workers 
 ICCS - Interpersonal Communication Competence Scale 
 IES-R - Impact of Events Scale- Revised 
 Intervention - Communication Skills Training 
 Intervention group - participants who received ‘It’s All About Communication’ 
training 
 K10 - Kessler Psychological Distress Scale 
 M - Mean 
 MI - Multiple Imputation 
 NGO - Non-Governmental Organisation  
 Part 1 - Cross-Sectional Survey 
 Part 2 - Cluster Randomised Controlled Trial  
 Patients - refers to patients, clients, residential clients, healthcare consumers 
 POPAS-NZ - Perception of Patient Aggression Scale- New Zealand 
 Present Study - Refers to the Cross- Sectional Survey and cluster Randomised 
Controlled Trial (RCT) 
 RCT - Randomised Controlled Trial 
 SD - Standard Deviation 
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Violence and aggression in the workplace is prevalent across the world. Violence 
occurs in all environments and the health service and social service sectors are particularly 
vulnerable (Carter, 2000; Winstanley & Whittington, 2004; ILO/ICN/WHO/PSI, 2002; 
WorkSafe New Zealand, 2016). It has become one of the most serious occupational 
hazards facing personnel working in today’s healthcare environment (Di Martino, 2003; 
Winstanley & Whittington, 2004; Franz, Zeh, Schablon, Kuhnert & Niehans, 2010; Hahn, 
Hantikainen, Needham, Kok, Dassen & Halfens, 2012; Duxbury & Whittington, 2005). A 
recent increase in violence and aggression within healthcare has been noted, causing a 
heightened awareness of this issue among healthcare personnel (Hahns, Muller, Needham, 
Kok, Dassen & Halfens, 2011; Swain, Gale & Greenwood, 2014; Nelson, 2014a; 
Hackethal, 2016; Phillips, 2016). 
 
Violence and aggression in healthcare can take many forms and eventuates for 
numerous reasons. The most common perpetrators are patients and relatives (Schablon et 
al., 2012). Healthcare personnel often work with people who are emotionally distressed 
(Farrell, Bobrowski & Bobrowski, 2006; Spector, Zhou & Che, 2014), in need of attention 
and care, and for various reasons are unable to provide for themselves. These may include 
ill health, age and other circumstances (Duxbury & Whittington, 2005; Schablon et al., 
2012). Patients may be predisposed to violence and aggression as a means of coping 
(Duxbury & Whittington, 2005). While aggression and violence cannot be excused, it is 




Most studies on violence and aggression in healthcare have identified three factors 
for patient perpetrated aggression: patient factors, staff factors, and environmental factors 
(Duxbury & Whittington, 2005). The patient factors include fear, anxiety, lack of self-
confidence and self-esteem, misunderstandings, mood and mental state, use of alcohol and 
drugs, perceived loss of autonomy, feelings of depersonalisation, emotional dysregulation, 
poor impulse control, interpersonal conflict, and limit setting (Duxbury & Whittington, 
2005; Schablon et al., 2012). Staff factors known to be precipitants of aggression include 
occupational/professional experiences and expertise, personality traits, educational 
qualifications and communication styles (Duxbury & Whittington, 2005; Gale, Hannah, 
Swain, Gray, Coverdale & Oud , 2009; Cox & Jacobs, 2013; Richmond et al., 2012; 
Shafran- Tikva, Chinitz, Stern & Feder- Bubis, 2017). Staff members’ personal 
characteristics, attitudes and communication styles may result in staff being triggers and 
targets of aggression. The staff characteristics, along with environmental factors like 
infrastructure, space and regime can serve as determinants of whether a situation escalates 
or defuses (Duxbury & Whittington, 2005; Gale et al., 2009). 
 
Within healthcare, violence and aggression are not restricted to high risk areas like 
emergency departments and psychiatric settings (Wells & Bower, 2002; Farrell et al., 
2006). It is also a major problem in aged care and community settings (Gale et al., 2009; 
Schablon et al., 2012). A feature of aggression in healthcare research published since 2000 
is that the majority of the studies have focused on nurses, with a small body of research 
focusing on medical practitioners or mixed populations of health workers, typically in 
which nurses are the majority of respondents. A very under-reported and unsupported 
group is healthcare support workers (Gale et al., 2009; Schablon et al., 2012; Anderson, 
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2006; Campbell, McCoy, Burg & Hoffman, 2014). The majority of studies also focus on 
mental health and emergency settings where violence is most reported (Privitera, 
Weisman, Cerulli, Tu, & Groman, 2005). There is a paucity of research focused on 
aggression and violence experienced in community settings when the focus of care 
provision for people with mental health and physical disabilities is shifting from hospital-
based care to community-based care (Gale et al., 2009; Muralidharan & Fenton, 2012). 
 
WorkSafe New Zealand recognises that healthcare settings are high-risk 
environments for aggression due to multiple risk factors and those providing direct care 
face the highest risk of aggression. These include support workers, caregivers, nurses and 
community health workers. WorkSafe New Zealand has also acknowledged the grievous 
impact of aggression sustained by frontline healthcare workers, which includes fractures 
and head injuries, requiring weeks of recovery. In some cases, a full recovery has not 
occurred (Department of Labour, 2009). Currently, the standards of practice within New 
Zealand for prevention and management of aggressive behaviours from patients are based 
on best practice rather than being evidence based, and include de-escalation and restraint 
training for staff along with use of personal alarms and security personnel, including police 
when deemed necessary (Gale et al., 2009; Swain & Gale, 2014). However, most of these 
violence prevention measures are not applicable to community settings, and this may 
increase the vulnerability of community staff to aggression and violence (Merineau-Cote 
& Morin, 2013; Swain & Gale, 2014).  
 
1.2 Definition of Concepts and Terms  
Within the context of the present study, specific concepts and terms need to be 
described. Aggression is widely defined as “behaviour that results in personal injury or 
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destruction of property and which may take the form of psychological devaluation and 
degradation as well as physical harm” (Bandura, 1976, p. 69). On an individual level, 
aggression may extend from relatively mild, verbal expressions of dissatisfaction, 
frustration or hostility through to extreme acts of violence. The international literature 
describes a lack of consistency in the understanding of aggression. This occurs between 
countries both on national and local levels, and across various industries. More than that, 
the terms “violence” and “aggression” are not handled with an agreed definition and the 
terms are used interchangeably. The Royal College of Nursing (RCN) however, argues 
that no single definition would be universally applicable to all workplaces and 
circumstances as it must be modified when transferred from one sector to another. The 
definition of what constitute “aggression” and “violence” is contentious. In some 
instances, the terms “aggression” and “violence” are used interchangeably, whereas in 
other instances a clear distinction is made.  Some view the term “violence” as relating 
more to area of criminology and criminal justice, and the term “aggression” relating to 
healthcare (Chappell & Di Martino, 2006). Of great concern is the highly problematic use 
of the term “violence” to include less extreme and non-physical forms of aggression, even 
though verbal or written expressions of aggression may include highly disturbing threats of 
violence (ICN, 1999).  
 
In English, it appears that “aggression” has a broader meaning than violence, with 
some authors viewing “violence” as a physical expression of aggression (Neuman & 
Baron, 1998; Griffin & Lopez, 2005; Mason & Chandley, 1999). Reasons why defining 
the concepts of aggression and violence are difficult include the context in which 
aggression/violence is displayed, perpetrator and victim interpretations of the act 
(objective action versus subjective response) and the apparent severity and impact of the 
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act on the victim (Waddington, Badger & Bull, 2005). While the definitions may vary 
across the literature, some factors appear to be consistent, such as: intent on part of the 
perpetrator, the thought process, and the act resulting in physical, psychological or 
emotional harm (Rippon, 2000). However, this needs to be interpreted with caution within 
healthcare as healthcare workers are likely to be victims of unintentional aggression from 
confused, demented or hypoxic patients (Ferns & Chojnacka, 2005), or patients in physical 
pain or distress (Ferns, 2006), thus making intent and thought process questionable 
components of the definitions of aggression and violence. For this study, the term 
‘aggression’ will be used to describe patient perpetrated aggression and violence and is 
defined as: “Incidents where staff are abused, threatened or assaulted in circumstances 
related to their work, including commuting to and from work, involving an explicit or 
implicit challenge to their safety, well-being or health” (ICN, 1999). 
 
Education is the process of imparting knowledge and understanding of 
organisational policies and procedures, legal responsibilities and risk assessment and 
control strategies. Training is described as the process of education about, and practice in, 
simulated environments, of the cognitive and behavioural skills that may be implemented 
in one’s work to prevent and minimise the likelihood and consequences of exposure to 
aggression (Hills et al., 2015). 
 
Best practice is a method or technique that has generally been accepted as superior 
to any alternatives because it produces results that are superior to those achieved by other 
means or because it has become a standard way of doing things, e.g., a standard way of 
complying with legal or ethical requirements. Expert opinion is a critical assessment that 
states findings and offers opinions. Research evidence is made after reviewing information 
6 
 
from repeated rigorous data gathering instead of relying on rules, single observations, or 
custom (Nelson, 2014b).  
 
Evidence Based Practice (EBP) is “the conscientious, explicit and judicious use of 
current best evidence in making decisions about the care of the individual patient. It means 
integrating individual clinical expertise with the best available external clinical evidence 
from systematic research” (Sackett, Rosenberg, Gray, Haynes & Richardson, 1996, p.71). 
Few critics of EBP argue with the intent of the first sentence, which is the general 
definition of the term. However, disagreement arises because of its failure to mention 
theory or the inclusion of patient input into clinical decision making, which is an essential 
consideration in care provision. The second argument that arises among critiques is the 
term that specifies that the research must be systematic. Although this term could be 
considered broadly as a statement of the need for research that is rigorous and well 
designed, it has generally been interpreted to mean research that is undertaken by 
randomised clinical trials. To address these concerns, domain specific variations to the 
definition have been proposed, which include nursing and social work (Ingersoll, 2000; 
French, 1999; Mitchell, 1999). EBP is therefore described as the process integrating 
clinical expertise, patient values, and the best research evidence into the decision-making 
process for patient care. Clinical expertise refers to clinicians’ cumulated experience, 
education and clinical skills. The patient brings to the encounter his or her own personal 
preferences and unique concerns, expectations, and values. The best research evidence is 
usually found in clinically relevant research that has been conducted using sound 
methodology (Sackett, Strass, Richardson, Rosenberg & Haynes, 2000). The 
interrelationship between the concepts of best practice, research and evidence base is that 
evaluating known best practice approaches using robust research methodologies adds to 
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the volume of evidence-based practice approaches which enhances healthcare practice and 
delivery (Sackett et al., 2000; Nelson, 2014b). 
 
1.3 Research Aims, Methods and Question 
This thesis has two parts: a preliminary survey and a controlled trial (Figure 1.1). 
The first part is a web-based cross-sectional survey to determine the current nature of 
patient aggression faced by healthcare workers in New Zealand settings. It also aims to 
evaluate the support strategies available for staff, including aggression prevention training. 
The second part is a randomised controlled study which will measure the effectiveness of a 
communication skills training intervention, It’s All About Communication, in decreasing 
the experience of patient aggression among healthcare support workers. The researcher 
plans to conduct a cluster randomised controlled trial (RCT) to test the effectiveness of the 
intervention in reducing self-reported aggression. The secondary aims of the RCT are to 
measure the effect of the communication skills training on psychological well-being, level 
of distress and interpersonal communication competence. The communication skills 
training was based on the theoretical frameworks of communication in healthcare and was 
developed at a basic level for unregistered healthcare support workers with video-based 
examples. A mindfulness control condition was developed to the same structure and length 
as the intervention package and is based on the principles of mindfulness practice.  
 
The following research questions were formulated to address the aims of the RCT: 
Does It’s All About Communication group-based intervention for healthcare 
support workers decrease perception of patient perpetrated aggression, increase levels of 
psychological well-being, impact on the level of distress and coping skills, and improve 
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interpersonal communication competence: 1) compared with the participants who 
participated in the mindfulness training and; 2) compared to the baseline? 
 











1.4 Thesis Outline  
This thesis is organised into 11 chapters. Chapter 1 provides a brief description of 
the background to the present study, an overview of the two parts of the study, and the 
content and structure. Within the second part of the present study, a communication skills 
training programme, It’s All About Communication, is the intervention that is trialled. A 
discussion of the theoretical frameworks underpinning communication skills in healthcare 
are outlined in Chapter 2. Chapter 3 constitutes the literature review for both parts of the 
study.  This chapter has been published as an academic paper in the journal Aggression 
and Violent Behaviour and the content is similar to the published paper with permission 
from the journal publisher (Appendix 3.1). Chapter 3 reviews the current literature on 
Part 1 Part 2 
Cross Sectional Survey 
Web-based survey consisting of   
demographics, POPAS-NZ, 22 
dichotomous questions relating to staff 
support and training for prevention and 
management of aggression, and two open 
ended questions to capture any missed 
information. 
Cluster Randomised Controlled Trial 
Intervention: It’s all about Communication 
Control: Mindfulness 
Baseline (T1) 
Immediately post intervention (T2) 
Three-month follow-up (T3) 




communication skills training in the prevention of patient aggression and violence in 
healthcare and iterates the need for a controlled trial. It specifies the search strategy and 
the inclusion/exclusion criteria for selection of studies for the review. Primary and 
secondary research evidence of the content, structure, strengths and limitations of 
communication skills training programmes are critically reviewed. The full published 
paper is attached as an appendix (Appendix 3.8). 
   
Chapter 4 discusses guidelines, polices and initiatives in the prevention and 
management of patient aggression from an international perspective. A comparison of 
guidelines on aggression and violence prevention within the health sector in the United 
Kingdom, USA, Australia, New Zealand, and Denmark are briefly discussed. This 
proceeds to describe the present study and details the aims of the two parts of the study in 
Chapter 5. This chapter presents the rationale for the present study, choice of the control 
condition for the RCT and objectives of the cross-sectional survey and cluster RCT. The 
aim of the survey is to examine the type, frequency and severity of aggression experienced 
by healthcare staff working in the mental health and older people’s services of DHBs, 
NGOs and aged care facilities across New Zealand and to determine the nature of support 
and training available. The RCT aims to test the effectiveness of It’s All About 
Communication training programme to decrease the perception of patient aggression. 
 
The development, methods and findings of the Cross-Sectional Survey are set out 
in Chapter 6. This chapter has been published as an academic paper in the journal Issues in 
Mental Health Nursing and the content is similar to the published paper with permission 
from the journal publisher (Appendix 3.2). This chapter describes the aims, participants, 
measures and methods and ethical considerations of the cross-sectional survey. The results 
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of the survey include both quantitative and qualitative findings and conclude with the 
discussion, limitations and implications of the survey. The full published paper is attached 
as an appendix (Appendix 3.7). 
 
Chapter 7 describes the development and components of the It’s All About 
Communication and Mindfulness programmes. The It’s All About Communication 
programme was developed, and an open label trial was conducted by Swain and Gale 
(2014) with positive results. Mindfulness was chosen as the active control condition and 
this was adapted from an already existent training which was reviewed by a clinical 
psychologist. The background, detailed structure, and content of the training programmes 
are explained. The facilitator and participant guides are not attached in the appendix and 
no video links are provided due to the It’s All About Communication package being the 
intellectual property of the authors (Swain and Gale, 2014), but are available on request; 
and the mindfulness videos are publicly available on social media. 
 
The methods used for the cluster Randomised Controlled Trial (RCT) are presented 
in Chapter 8. This chapter details the ethical considerations, methods, design, recruitment, 
sampling, outcome measures, randomisation and data analysis plan of the RCT. The 
research design for this study is a cluster randomised controlled trial conducted among 
unregistered healthcare support workers working with people with mental illness, 
intellectual disability and challenging behaviours in comparison to a group receiving an 
active control condition of mindfulness. Ethical approval was obtained from the Southern 
Health and Disability Ethics Committee (Southern HDEC). The outcome measures used 
are the Perception of Patient Aggression Scale (POPAS-NZ), Kessler -10 (K10), Impact of 
Events Scale-Revised (IES-R) and Interpersonal Communication Competence Scale 
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(ICCS). The procedure of sampling, recruitment, randomisation and delivery of conditions 
are described. The data analysis plan is also presented. This chapter is written up based on 
the CONSORT 2010 guidelines for reporting a cluster RCT. 
 
The results of the quantitative analyses of the cluster RCT are presented in Chapter 
9. This chapter details the baseline comparisons, and intervention effect within groups and 
between group analyses. It details the difference between the RCT intervention and control 
groups on perception of patient aggression, psychological well-being and distress, and 
communication competence. A sensitivity analysis is also presented. Chapter 10 discusses 
the findings of the RCT and the study strengths and limitations are included. Chapter 11 
concludes with a general discussion, along with implications and recommendations for 
future research. The results of the RCT has been published as an academic paper in the 
journal ‘Health and Social Care in the Community’ and the content is similar to the 
published paper with permission from the journal publisher (Appendix 3.9). 
 
There are three academic papers which have been prepared from this thesis and are 
in various advanced stages of the peer-reviewed publication process. Table 1.1 outlines the 
three academic papers and provides details of the authors, the contribution of the candidate 
to the papers, targeted journals for publication, and status at the time of printing of this 
thesis. Permission has been granted by the journal publishers to append these papers in this 
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Communication Skills Training: Theoretical Frameworks 
 
2.1 Chapter Introduction 
Communication is a key factor in providing and managing the care of patients, 
especially patients who display aggressive behaviour. This chapter discusses two 
theoretical frameworks: The Calgary-Cambridge framework of communicating with 
patients and Peplau’s theory of interpersonal relations. These frameworks form the basis of 
the communication skills training programme that is proposed to be trialled.  
 
2.2 Background 
Communication is a skill required to build therapeutic relationships, and a tool to 
diagnose disorders and deliver appropriate therapeutic interventions (McGuire, McCabe & 
Priebe, 2001; McCabe & Priebe, 2004; Kleinman, 2004). Effective communication 
requires an understanding of the patient and the experiences they express. It requires skills 
and, simultaneously, the sincere intention of the healthcare worker to understand what 
concerns the patient (Chant, Jenkinson, Randle& Russell, 2002a; Chant, Jenkinson, 
Randle, Russell & Webb, 2002b).  
 
Communication has content and value. The content regards what was said, whilst 
the relationship regards how it was said (Arnold & Boggs, 2007). The nature of the 
relationship depends on how the two parties understand the communication sequence. It is 
an interaction in which each sender becomes the receiver and vice versa (Bailey, Hare, 
Hatton & Limb, 2006; Beach, Roter, Wang, Duggan & Cooper, 2006). The failure to 
recognise this two-way communication capability quite often leads to negative conclusions 
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and attitudes (Bailey et al., 2006; Chant et al., 2002a). Moreover, the message sent is not 
the same as the message received. The decoding of the messages is based on individual 
factors and subjective perceptions. This fact, in conjunction with the process of feedback, 
is what constitutes communication (McGuire et al., 2001; McCabe & Priebe, 2004; 
Kleinman, 2004; Breeze & Repper, 1998).  
 
Non-verbal communication is expressed by facial expressions, gestures, posture 
and physical barriers such as distance from the interlocutor (Biglin, 2009; Farrell, Cubit, 
Borowski & Salmon, 2007). Individuals must be able to understand and interpret verbal 
and non-verbal cues of communication appropriately to enable smooth communication. 
This is of great importance during stressful situations when cues can be missed or 
misinterpreted, thus leading to untoward events. Likewise, listening is important in 
communication. It is responsible healthcare practice and requires concentration of attention 
and mobilisation of all the senses for the perception of verbal and non-verbal messages 
emitted by each patient (Maguire & Pitceathly, 2002; Doyle, Copeland, Bush, Stein & 
Thompson, 2011).  
 
Good interpersonal relationships are described as the ability of the healthcare 
worker to ask questions with kindness and provide information in a way that does not 
scare, that demonstrates interest, creates feelings of acceptance, trust, and a harmonious 
relationship (Peplau, 1997; Bowles, Mackintosh & Torn, 2001). The communication 
between healthcare workers and patients includes the ability of the worker to express 
sincere concern for the care of the patient, thus allowing the patient to become a partaker 
of this interest (Peplau, 1997; Bowles et al., 2001; Bjorkdahl, Palmstierna & Hansebo, 




Communicating and averting aggression is a difficult skill even for experienced 
health professionals (Duxbury & Whittington, 2005; Maguire & Pitceathly, 2002; Jack, O’ 
Brien, Kirton, Marley, Whelon, Baldry & Groves, 2013). For effective communication to 
occur, the healthcare worker-patient interaction and therapeutic engagement must be 
established first. The importance of communicating therapeutically with patients has been 
the cornerstone in healthcare practice (Peplau, 1952, 1997). While healthcare settings 
attempt to maintain a safe environment for the patients and healthcare workers in all areas 
(Jones, Nolan, Bowers, Simpson, Whittington, Hackney, & Bhui, 2010), aggressive 
patients who cause conflict make providing care a serious challenge for all frontline 
healthcare staff. 
 
Several studies proffer staff-patient interactions as a significant antecedent to 
aggressive incidents, especially in mental health and emergency care settings. Negative 
staff interactional styles and limited communication skills are strong precursors of 
aggression and violence (Duxbury & Whittington, 2005; Whittington & Wykes, 1996; 
Weight & Kendal, 2013; Jones et al., 2010; Ward, 2013). A reactive aggressive approach 
by patients is often an attempt to regain power and control, while staff use reactive crises 
management techniques to resolve the situation (Duxbury & Whittington, 2005; Schablon 
et al., 2012; Whittington & Wykes, 1996). Patients report feeling disempowered, 
restricted, and at the mercy of the controlling style of staff as reasons for their aggression 
(Duxbury & Whittington, 2005; Schablon et al., 2012). Aggression is viewed as something 
that needs to be managed when it occurs, rather than addressing it therapeutically and 
preventing aggression from occurring (Duxbury & Whittington, 2005; Schablon et al., 




In a study of Jordanian nurses conducted by Hamdan-Mansour and Wardam 
(2009), 60% of Jordanian nurses exhibited negative attitudes towards patients with mental 
illnesses. Peplau (1997) stated that the nurse-patient relationship is the core of mental 
health nursing and that the behaviours of both nurse and patient interacting together play a 
significant role in the quality of patient care and its outcome. This is also generalisable to 
healthcare support workers who work alongside challenging patients with minimal 
understanding of the presentation of the patients. Effective communication training has the 
potential to facilitate the nurse-patient relationship. It can have a significant impact on 
healthcare practice, particularly in the manner of approach, communication skills, 
empathy, and the reduction of undesirable events (Swain & Gale, 2014; Ak, Ginar, Sutcigil 
& Congologlu, 2011; Bowles et al., 2001). 
 
Education and training are management tools that are used widely in combating 
workplace violence and most educational and professional regulatory boards mandate that 
all healthcare workers train in communication and interpersonal skills (Scanlon, 2006; 
Medical Council of New Zealand, 2014; Nursing Council of New Zealand, 2010; NICE, 
2015; General Medical Council, 2015). Professional and governing bodies have advocated 
for different types of training to meet the different needs of staff groups (Scanlon, 2006; 
Medical Council of New Zealand, 2014; Nursing Council of New Zealand, 2010; NICE, 
2015; General Medical Council, 2015). However, these are based on known best practice 
which lack rigorous analysis using sound research methodologies as described by Nelson 




Professional bodies and experts have developed guidelines and recommendations 
to be covered in aggression prevention and management programmes (Medical Council of 
New Zealand, 2014; Nursing Council of New Zealand, 2010; NICE, 2015; General 
Medical Council, 2015). The content of training focuses on prevention, calming and 
negotiation, basic to complicated situations, control and restraint training, crises resolution, 
overview of aggression, post-incident debriefing, trauma, self-control, and institutional 
policies and protocols. Most training programmes continue to focus on crisis management 
rather than prevention and the content of the training includes physical interventions like 
breakaways, restraint and seclusion (Muralidharan & Fenton, 2012).   
 
Techniques that enhance safety with angry patients involve the utilization of non-
verbal behaviours that are consistent with verbal behaviours, such as active listening while 
sitting with the patient and discussing his or her issues, listening by using silence as a 
technique, or alternatively observing patients from a distance (Boyd, 2002; Maguire & 
Pitceathly, 2002). However, there remains a paucity of evidence on outcomes in terms of 
staff and patient injuries, as well as prevention of violence and aggression. We clearly 
need to know more about the effect of differing course content and to identify what types 
of teaching and management lead, and do not lead, to the successful prevention of violent 
and aggressive incidents (Muralidharan & Fenton, 2012).  
 
2.3 Theoretical Frameworks of Communication Skills in Healthcare 
One of the theoretical frameworks that forms the basis of the communication skills 
training programme that is proposed to be trialled is the Calgary-Cambridge Framework of 
communicating with patients. The Calgary-Cambridge framework explicitly combines the 
content of the traditional biomedical history with an acknowledgement of the patient’s 
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perspective (Kurtz, Silverman & Draper, 2005). The framework recognises that knowledge 
of disease and appropriate data gathering is fundamental for good patient centred 
communication, and vice versa, yet the patient centred component is the most challenging 
to develop (Campion, Foulkes, Neighbour, &Tate, 2002). The second framework that 
supports the study is Peplau’s theory of interpersonal relations (Peplau, 1952, 1997). 
Peplau’s theory of interpersonal relations provides a conceptual framework by which a 
nurse can assess, plan, and intervene for optimal patient outcomes. 
 
While the Calgary-Cambridge Framework guided the structure and content of the 
communication skills training, Peplau’s theory on interpersonal relations emphasised the 
importance for therapeutic relationships to enhance communication. The two theoretical 
frameworks are discussed briefly in the next sections of this chapter. 
 
2.3.1 The Calgary-Cambridge Framework of Communication with Patients 
Effective communication is considered an essential requirement in the clinician-
patient relationship in which the patient is the focal point in the relationship. Within the 
framework of this relationship, healthcare workers help patients develop skills that can 
help them cope with their problems. The Calgary-Cambridge Framework of 
Communicating with Patients was developed by Silverman, Kurtz and Draper to delineate 
effective physician patient communication skills and to provide an evidence-based 
structure for their analysis and teaching (Kurtz, Silverman & Draper, 2005; Silverman, 
Kurtz, & Draper, 2013). Over half of the United Kingdom’s medical schools now use the 
Calgary-Cambridge approach in their communication skills programmes. It has been 
widely translated and is used in the USA, Canada, Europe, and New Zealand. It has been 
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used to teach communication in general practice and specialist environments at 
undergraduate and postgraduate levels (Harrison, Hart & Wass, 2007). 
 
Communication is invaluable as a skill for healthcare professionals. It has been 
shown that the quality of communication between the clinician and patient has a 
measurable impact on the therapeutic relationship and is a major determinant of the 
accuracy and efficacy of a clinician’s work. Dr Suzanne Kurtz and colleagues at the 
University of Calgary pioneered their communications course in the 1970s and 80s. 
Communication in medicine was previously thought to be an innate skill: “you had it, or 
you didn’t”. It was not thought to be something that could be taught but was instead 
simply something that might be occasionally modelled for students. Instead, the focus of a 
“good” patient history often focused on the content of the questions asked, usually as a 
series of rapid fire, closed questions. Dr Kurtz thought otherwise: process and content are 
inextricably linked, and good communicators follow a few key and observable principles 
which can be taught like any other skill. The process of learning communication is like 
that of learning any new skill: it consists of a cycle of experience, observation and 
constructive feedback, with gradual acquisition and refinement of new skills over time. 
Small group teaching, standardised cases, and the use of specially trained professional 
actors enable this process (Kurtz, Silverman & Draper, 2005; Silverman, Kurtz, & Draper, 
2013). 
 
To create a successful communication skills programme, the three fundamental 
areas that need to be addressed are: the “What” of communication training, the “How” of 
communication teaching, and the training of facilitators. The Calgary-Cambridge Guides: 
Interviewing the patient and Explanation and planning with the patient form the basis of a 
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sound communication skills training programme and this follows as closely as possible the 
sequence of what takes place in clinical practice (Kurtz & Silverman, 1996; Kurtz et al., 
2003). The guides define both the information that clinicians need to gather as well as the 
process clinicians use to gather it. The traditional medical history was largely biomedical; 
the Calgary-Cambridge Framework emphasizes the importance of the patient’s 
perspective-their thoughts, beliefs, feelings and expectations. It helps link the traditional or 
biomedical perspective (“illness”) with the patient’s perspective (“disease”) (Kurtz & 
Silverman, 1996; Kurtz et al., 2003).  
 
The Calgary-Cambridge Framework helps to integrate the three kinds of 
communication skills necessary for effective communication: content, process and 
perceptual skills. Content skills allow clinicians to gather the information contained in the 
traditional medical history, such as chief complaint, history of present illness, and so on. 
Process skills relate to the way the information is gathered or given, the way the 
relationship is built, and includes other things such as the structure, pace, and flow of the 
interview. Perceptual skills are the underlying thoughts, feelings and attitudes which 
influence communication. This includes medical problem-solving through synthesis of 
information, and development of hypotheses, as well as awareness of underlying emotions, 
assumptions, and prejudices (Kurtz, Silverman & Draper, 2005; Silverman, Kurtz & 
Draper, 2013). 
 
The Calgary-Cambridge Framework, along with a stepwise process of observation 
and immediate constructive feedback, allows learners to gradually enhance their ability to 
take a patient-centred medical history. Communication teaching sessions are of short 
duration and are taught in small group formats with actors playing the roles of standardised 
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patients. Communication within small groups should be collaborative, and in that sense, it 
parallels the communication between clinicians and patients while striving to develop a 
supportive atmosphere which is safe for learning ((Kurtz, Silverman & Draper, 2005; 
Silverman, Kurtz & Draper, 2013; Kurtz & Silverman, 1996; Kurtz et al., 2003). 
 
2.3.2 Peplau’s Interpersonal Relations Theory 
Hildegard Peplau, a pioneer in the development of theory and practice of 
psychiatric mental health nursing, was a nurse theorist who introduced the middle-range 
theory of interpersonal relations. Hildegard Peplau’s name and work are prevalent 
throughout the psychiatric nursing community for her dedication to this nursing specialty. 
Despite her theory of interpersonal relations being developed in 1952, it remains relevant 
and useful today in not only the psychiatric setting but other areas of nursing practice as 
well (Peplau, 1997). Peplau’s countless hours of patient contact, journal articles, and a 
book devoted to the care of the psychiatric patient provide practicing clinicians, both 
within the specialty and beyond, guidance in treating this vulnerable and often stigmatised 
group of patients (Porr, Drummond, & Olson, 2012; Vandemark, 2006). In emphasising 
the nurse-client relationship, Peplau applies principles of human relations to problems that 
arise at all levels. Throughout the nurse-patient relationship, the nurse and patient work 
together to become more knowledgeable in the care process (Gastmans, 1998).  
 
Effective communication has the potential to promote positive change, better 
patient outcomes, patient and healthcare worker satisfaction, and provide a safer 
environment for patients and workers. Peplau’s interpersonal relations theory (1952, 1997) 
focused on the nurse-patient relationship through effective communication and is utilised 
as the theoretical framework guiding this study. Peplau’s interpersonal relations theory 
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was considered an appropriate theoretical framework for this study because effective 
communication is one of the ways to prevent or reduce patient perpetrated aggression. 
Though the theory addresses nurse-patient interpersonal relationships, it is applicable to all 
healthcare worker-patient relationships. Senn (2013) notes that the interpersonal relations 
theory has been widely tested and is an evidence-based practice that has evolved through 
qualitative and quantitative research.     
 
Originally, the theory was described in four phases: orientation, identification, 
exploitation and resolution. Since then the four phases have been revised to three key 
phases: orientation, working (which combines identification and exploitation) and 
resolution. Within this theory, the nurse takes on many roles (e.g., stranger, resource 
person, counsellor, leader, surrogate, and teacher). The orientation phase, the initial step 
between the nurse and the patient, explains the roles, defines the problem, and collaborates 
a plan between the nurse and patient. It is during the orientation phase that the nurse’s 
behaviour denotes a pattern of being receptive and interested in the patient’s concerns and 
medical/psychiatric problems (Peplau, 1997). The nurse begins to understand the patient 
holistically, obtaining necessary data on the patient while setting the tone for further 
interaction. Peplau posits that nurses should be cognisant of their body language and the 
gestures they display during nurse-patient encounters. Nurses should strive for maximum 
verbal and minimal non-verbal communication when interacting with patients. For 
example, when the nurse observes the patient displaying signs of aggressive behaviour, the 
nurse’s approach to the patient is to establish trust, define the problem, and both mutually 




The working phase contains two phases: identification and exploitation. Much of 
the relationship is performed during this phase. During the working phase, the nurse 
functions in different roles, including teacher, interviewer, counsellor, recorder/observer, 
and mediator (Peplau, 1997). We are reminded by Peplau that despite nurses having 
numerous roles, their primary responsibility is to be the provider of holistic care. Patient 
sets goals, seeks and draws help, meet needs, gain knowledge about their illness, acquire 
available resources, foster personal strength, and begin to function in an independent role. 
The nurse provides information and assistance to patients while recognising and sustaining 
the focus on the work, which patients must do in their own interests. The power shifts from 
the nurse to the patient as the patient becomes more independent. This all occurs during 
the identification and exploitation phases (Peplau, 1997). For example, nurses attempt to 
assist the patient to set goals on changing aggressive behaviour by providing alternatives 
such as asking what the patient’s personal preferences are or asking the patient what 
usually works to reduce their aggression. When the patient decides to change aggressive 
behaviour and proceeds to change behaviour on the information provided by the nurse, the 
power has shifted and the patient functions independently.  
 
Resolution, or the final phase, is the completion of the relationship between the 
nurse and patient since the patient’s needs have been met and the patient moves forward to 
discharge (Peplau, 1997). The role of the nurse in this phase is to assist the patient to 
devise actions that will allow the patient to return to a normal productive life with fulfilling 
relationships and social activities (Fawcett, 2005). Due to the long-term and chronic 
conditions of many patients with mental illness, the last phase of the relationship may 
continue for months, years, or until the death of the patient. The termination phase allows 
the nurse to reflect on the care provided and to understand that the knowledge gained from 
24 
 
this experience might be used in future patient interactions (Feely, 1997). For example, 
when the patient’s aggressive behaviour becomes non-aggressive and maintained, this 
phase of the nurse-patient relationship has been resolved only on the issue of aggressive 
behaviour to non-aggressive behaviour, but the remainder of the relationship continues 
until the patient is discharged from the hospital or at death. The care of patients cannot 
proceed effectively toward outcomes that are beneficial until the relationship has been 
achieved. In each phase of Peplau’s theory, observation, listening, trust, compassion, 
empathy, and being non-judgmental are key components that equip healthcare workers to 




Person-centred communication practices improve both clinical outcomes and 
overall safety in healthcare settings. Patients, especially those who are distressed, need to 
be empowered to take responsibility for their recovery, be assertive with their caregivers, 
and be conscious of how they influence the clinician-patient relationship (Zoppi & Epstein, 
2002). There are still contradictory findings across different studies and it remains unclear 
what elements of communication are associated with specific outcomes (Street, Makoul, 
Arora & Epstein, 2009). One of the most important challenges in this area consists of 
determining the mediating mechanisms or communication pathways which decrease 
patient aggression (Street, 2013). For example, effective clinician-patient communication 
may produce immediate outcomes (e.g., better patient understanding of calming/de-
escalation techniques, or healthcare worker understanding of patient preferences), which in 
turn contribute to more intermediate outcomes (e.g., better adherence, self-care skills), thus 
improving the outcome of interest (e.g., psychological well-being, reduced anxiety, and 
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better coping skills). However, communication research suffers from a lack of integration 
across different research programmes, both in terms of theory and measurement. So, it is 
important that researchers identify the specific communication processes that need to be 
activated to achieve the desired outcomes. In this way, future interventions need to target 
the communication variables or factors that could activate the pathway to improved health 




Communication Skills Training in the Management of Patient 
Aggression and Violence in Healthcare: A Review of the Literature 
 
3.1 Chapter Introduction 
This chapter discusses the empirical evidence of communication skills training in 
the prevention of patient aggression and the review informs the need for the Randomised 
Controlled Trial (RCT). 
 
3.2 Purpose and Scope of the Present Review 
3.2.1 Aim 
Currently, there is paucity of studies on the effectiveness of communication skills 
training for improving interaction between healthcare workers and patients, and 
subsequently preventing patient aggression. The aim of this literature review is to highlight 
the potential effect of communication skills training as a patient aggression prevention 




For this review, the search strategy was identified and PRISMA reporting 
guidelines were used. 
 
3.2.3 Search strategy 
Searches of electronic databases including CINHAL, Medline, Embase, 
PsychINFO, and ProQuest were conducted to identify articles. Studies conducted between 
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1996 and 2016 were included in the review. The electronic search was conducted using 
key terms, combination of key terms and appropriate truncation. The key terms used were 
aggression, communication, communication skills, communication techniques, healthcare 
staff, healthcare personnel, nurses, patient aggression, aggression reduction, support staff, 
reduction, minimization, intervention, healthcare workers, training, and violence. 
Following the review of the titles and abstracts of articles for relevance, a reference list of 
enlisted articles was hand searched for relevance and inclusion in the review. Further 
articles were found through expert suggestion as well as manual searches of references in 
the found articles. 
 
3.2.4 Inclusion criteria 
The criteria for inclusion of articles in the review were: the focus of the training 
programme being fully or partly on communication skills as an aggression reduction or 
prevention strategy; healthcare workers/trainees/caregivers as participants; studies 
conducted in hospital or community settings; studies conducted in all areas of healthcare 
like psychiatry and emergency departments; studies published in English; studies 
published between 1996 and October 2016; quantitative studies like cross-sectional 
surveys, quasi-experimental studies, RCTs; qualitative studies; descriptive articles that 
described communication skills training; and secondary research articles that analysed 
communication skills training for aggression reduction. 
 
3.2.5 Exclusion criteria 
The exclusion criteria were: the training programme was not fully or partly on 
communication skills as an aggression reduction or prevention strategy; studies that had no 
healthcare staff/caregivers as participants in the training programmes; articles not 
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published in English; articles published before 1996 and after October 2016; articles where 
the full text was not available; research that was deemed irrelevant to the research 
questions; and epidemiology of manual restraints and seclusion, aggression outside of 
healthcare, domestic violence, violence outside of healthcare, horizontal violence/bullying, 
pharmacological research focused on generally reducing aggression in certain disorders, 
non-human research. 
 
3.2.6 Search outcomes 
A total of 985 articles were initially identified. After 519 duplicates were removed, 
the result was 466 potentially relevant articles. These 466 potentially relevant articles were 
screened on title and abstract and 235 articles excluded as they were irrelevant and did not 
include communication skills training. Following this initial screening, 231 articles were 
assessed for inclusion against the set criteria and a total of 86 articles were included in the 
full text review after excluding a further 145 articles. A total of 23 articles were included 
in this review after the exclusion of another 63 articles for reasons that included no specific 
communication skills training component and other inclusion/exclusion factors. The search 
strategy is outlined in Figure 3.1. 
 
3.2.7 Data extraction and synthesis 
An evidence-based approach using a detailed search strategy was used. The 
researcher looked for levels of evidence, giving the greatest value to systematic reviews of 
high quality-controlled trials, then controlled trials, then survey data and case control 
studies, followed by papers that used national datasets. The researcher considered 
qualitative data as and how they were available in relevance to the review. For the data 
synthesis, three summary tables were constructed. The first, Table 3.1, presents 
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characteristics of the primary studies included in the review. These characteristics were: 
authors and year, country, sample size, participants, study design, intervention, control, 
evaluation time, outcome measures and effect size. The second summary table, Table 3.2, 
presents the details of the training programmes along with overall conclusions and 
limitations of each study. The third, Table 3.3, summarises the details with overall 






















Figure 3.1: PRISMA Search Decision Flow Diagram for the review 
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The search found 23 articles met the criteria for full review. The settings in which 
these studies were conducted included mental health including forensic, emergency 
department, geriatric settings, intellectual disability settings and the community. The 
studies were conducted in the USA (n = 4), United Kingdom (n = 6), Australia (n = 4), 
Sweden (n = 1), Netherlands (n = 2), Germany (n = 2), Turkey (n = 1), Portugal (n = 1), 
Iran (n = 1), and New Zealand (n = 1). The only study that solely focused on 
communication skills training conducted in a community setting was from New Zealand. 
The vast majority of the participants in the studies reviewed were nurses working within 
mental health, geriatric and intellectual disability settings, and a smaller number of other 
healthcare staff including care assistants, nurse aides and student nurses working in mental 
health, emergency, public health and community settings. 
 
3.3.1 Research design characteristics 
3.3.1.1 Type of research design 
The review included studies with a wide range of research designs.  The different 
research designs used are listed in Table 3.1. The most common research design was pre-
test/post-test design (26.08%). The basic premise behind the pre-test/post-test design 
involves obtaining a pre-test measure of the outcome of interest prior to administering 
some treatment, followed by a post-test on the same measure after treatment occurs. Pre-
test/post-test designs are employed in both experimental and quasi-experimental research 
and can be used with or without control groups. Another 13.04% of the studies used a 
mixed design consisting of quasi-experimental and semi-structured interview components. 
The next most commonly used designs were qualitative involving semi-structured 
interviews (17.39%), and two descriptive papers (8.69%). Of the remaining eight studies, 
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three were literature reviews, one was a descriptive survey (4.34%), one paper was an RCT 
protocol, and three with other designs like simulation trials, multiple across settings 
design, and two-group comparison. 
 
3.3.1.2 Control group characteristics 
The studies were classified based on whether they: (1) did not use a control group, 
(2) employed an active control group receiving alternative training, or (3) used an inactive 
control group that did not receiving any alternate form of intervention. Excluding the three 
literature reviews, 14 studies were quantitative studies and six were qualitative studies. A 
total of 69.56% studies incorporated no control group and only four studies (17.39%) 
employed control groups. Among the four studies with the control groups, only one study 
proposed an active control group (de Figueiredo et al., 2015). The three other studies had 
inactive control groups receiving no training at time of comparison (Saba et al., 2014; 
Ghazavi, Lohrasbi & Mehrabi, 2010; Whittington & Wykes, 1996). 
 
3.3.1.3 Evaluation timeline 
Evaluation time refers to the timing of pre-training and post-training assessments, 
and for mixed designs also includes the time at which the semi-structured interviews were 
conducted. Of the 23 studies included in this review, 10 were excluded from these 
calculations because the design of the studies were either qualitative, descriptive, or 
reviews. Based on the remaining 13 studies, the total evaluation period ranged from two 
months pre-training evaluation to 12 months post-training. Two of the 13 studies did not 
provide details of the evaluation period pre-training (Webster, 2013; Sprangers, Dijkstra & 
Romijn-Luijten, 2015) and one study did not provide either the post-training evaluation or 
the pre-training details (Sprangers et al., 2015). All the studies with specified evaluation 
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times had one pre-training assessment time point. Specifically, 30.43% (n = 7) studies had 
an immediate pre-test assessment time point, and the other four studies had one week, 2 - 3 
weeks, 28 days and two months pre-test assessment time points. Five studies had 
immediate post-training evaluation time points and all three of the mixed design studies 
conducted qualitative semi-structured interviews at six months post-training. Regarding 
post-training follow-up time points, 26.08% of these studies included only one follow-up 
at 28 days, two months, three months, six months or eight months post-training. Four 
studies (17.39%) included two follow-ups, 13.04% (n = 3) studies included three follow-
ups, and one study included four follow-up time points. The evaluation time points are 
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N/A N/A N/A N/A 
Sim et al. 
(2011) 
 
Australia N/A N/A Descriptive 
paper 
N/A N/A N/A N/A N/A 
*Effect size interpretation Cohen’s d: 0.20 = small; 0.50 = medium; 0.80 = large; **Based on Partial Eta Square: 0.01 = small; 0.06 = medium; 0.14 = large 
N/A = not applicable/not mentioned/unable to be calculated 
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3.3.2 Training content characteristics 
3.3.2.1 Training programme 
Table 3.2 summarises the details on the communication skills training programmes 
included in the studies reviewed. All the interventional studies had the common element of 
communication skills when dealing with aggressive behaviour as the central focus. All the 
interventions progressed from generic to specific to include theoretical aspects of 
communication and aggression, basic communication styles, and how to deal with crises. 
There were no two studies or more that implemented and evaluated the same 
communication skills training intervention, which makes it difficult to summarise the 
contents of the training programmes reviewed.  
 
3.3.2.2 Theoretical frameworks of the programmes reviewed 
Communication models and concepts that were used or mentioned in the articles 
varied. As the used theories were not further described in the articles, it is unclear whether 
the theories are normatively or empirically based. Each of the training programmes were 
based on different theoretical frameworks with a focus on the patient, staff or both. Six out 
of the 13 interventional studies delivering communication skills training had a patient 
centred approach. The theoretical frameworks underlying these six programmes include 
the Solution Focused Brief Theory (Bowles et al., 2001), using a strengths-oriented 
approach focused on the solution rather than the problem; Communication Enhancement 
Model (Sprangers et al., 2015), which facilitates rather than directs the use of 
communication skills to match the individual needs of the older person; Patient-Centred 
Care (Webster, 2013) of including patient preferences and values when planning care; 
Patient Centred Communication with specific objectives of tailoring communication (ask-
teach-ask), anticipating obstacles (looking ahead), and ensuring patient comprehension by 
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repeating information until clear (closing the loop) (Saba et al., 2014); a Model of 
Interaction for the Analysis of Interaction and Communication (MOSAIC), which analyses 
communication interactions with one particular individual by a group of staff; and the 
Problem–Based Model to teach and evaluate communication skills (Carvalho et al., 2014). 
 
Two of the programmes were psychoeducational models based on theoretical adult 
learning principles incorporating effective elements of delivering communication skills 
training (Ak et al., 2011) and problem solving, brain storming, and sharing and discussing 
experiences (Ghazavi et al., 2010). The It’s All About Communication programme was 
based on the Calgary-Cambridge Model of Communication teaching and learning in 
medicine (Swain & Gale, 2014). The remaining four programmes were based on staff 
stress and coping styles, including the simple skills secrets model of communication that 
enables staff in all roles and at all levels to respond to distress or unanswered questions by 
others without becoming embroiled in something they are unable to answer (Jack et al., 
2013); the cognitive- behavioural psychotherapy model based on Miller Pyramid and self-
regulation model for behavioural change (de Figueiredo et al., 2015); the cyclical model of 
violence ( Whittington & Wykes, 1996) and the understanding and responding to 
challenging behaviours model, which employs theoretical presentations of staff causal 
beliefs, emotional reactions to challenging behaviour, and self-efficacy (Tierney, Quinlan 
& Hastings, 2007).  
 
3.3.3 Training delivery characteristics 
3.3.3.1 Mode(s) of delivery 
To examine how communication skills training was delivered to participants, the 
researcher reviewed the descriptions of all the training programmes and noted all the 
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methods used to deliver training for each study. All the studies except one (Sprangers et 
al., 2015) used a mix of methods to provide the training. Role plays were by far, the most 
common method used (57.14%). Other frequently used methods to deliver the training 
material were group discussion (50%), video-based reflection (28.57%), lectures (14.28%), 
and individual training (14.28%). The less-frequently used methods included reading 
assignments, case studies, and workshops. These were noted once each. 
 
3.3.3.2 Training length 
The total duration of the training programme, the number of sessions, and the 
length of the individual training sessions are outlined in Table 3.2. All studies provided 
information on the average training duration except one (Webster, 2013). The total training 
duration ranged from one day to nine months. The average number of training sessions 
was 8.14 (ranging from two to 72 sessions) based on the 14 interventional studies. In terms 
of duration of individual sessions, the average duration was 2.05 hours (ranging from 30 
minutes to 12 hours) based on nine interventional studies as five studies did not report the 
duration of individual sessions. 
 
3.3.4 Outcome characteristics 
3.3.4.1 Targeted outcomes 
The studies included in the review aimed to measure varied outcomes. The target 
outcomes included in the 14 interventional studies within this review included empathy, 
staff efficacy, number of adverse events, work engagement, aggression, stress, and patient 
satisfaction. Though all the studies were focused on communication skills, only one 
quarter of the studies (25%) aimed to assess the impact of training on communication 
skills. The scales used to measure the change in communication skills were 
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Communication Skills Inventory, Communication Skills Checklist, Interpersonal 
Communication Skills Checklist and two specifically developed communication 
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empathetic skills on 
a cognitive 
behavioural basis 
6 weeks 6 sessions Unknown  Group 
discussion, role 
play 
The mean communication skill score 
(177, 8 ± 20) increased to 198, 8 ± 15 
after training (p = 0.001). Empathy 
score also increased from 25.7 ± 7 to 
32.6 ± 6 (p = 0.001). The patient 
satisfaction survey of 429 patients 
demonstrated increased scores on 
confidence in the nurses (76.4 ± 11.2 
to 84.6 ± 8.3; p = 0.01).  The number 
of undesirable events and complaints 
during nurse-patient interactions 
decreased 66% from 6 to 2. 
The limitations of the 
study include sample 
size, which was limited 
to 16 participants, and 
lack of control group.  
Comparison of the scores 
of scales or 
questionnaires was 










A short training 
course in SFBT 
for registered 









4 sessions Unknown  Unknown Quantitative data showed some 
positive differences following 
training with statistical significance 
on the measure of willingness to talk 
with people who were troubled. 
Levels of confidence and competence 
had also increased although these did 
not reach levels of statistical 
significance. The focus group 
reported changes centred on the 
rejection of problem orientated 
discourses and concomitant feelings 
of inadequacy, emotional stress and 
patient dependency. 
The reliability of the 
instrument developed for 
the quantitative aspects 
of this evaluation was 
not established prior to 
use. The number of 
students provides 
insufficient basis for 
extrapolation of results. 
There is potential for 

























times of care 
delivery  
The results showed that, after 
training, nursing aides in the 
intervention group experienced less 
caregiver distress. Additionally, the 
number of short instructions and 
instances of positive speech 
Small sample size with 
no active control are 
major limitations to the 






increased. This process contributed to 
positive interactions between nursing 
aides and residents, which, in turn, 
might have lowered residents’ 
problem behaviours. 
 









SSS model of 
communication is a 
simple visual tool 
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video clips, role 
plays, 
explanation of 
the model and 
small group 
work 
There was a statistically significant 
improvement in both willingness and 
confidence for all categories; (overall 
confidence score, t (148) = −15.607, 
p = 0.05 overall willingness score, t 
(148) = −10.878, p = 0.05) with the 
greatest improvement in confidence 
in communicating with carers (pre-
course mean 6.171 to post course 
mean 8.171). There is no statistically 
significant difference between the 
registered and support staff. Several 
themes were obtained from the 
qualitative data, including: a method 
of communicating differently, a 
structured approach, thinking 
differently and additional skills. The 
value of the model in clinical practice 
was reported. 
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The students and actors described the 
activity as positive and meaningful. 
Overall, students commented that 
although this activity was 
challenging, it helped them to see the 
importance of examining patient 
preferences, beliefs, and values when 
establishing a therapeutic relationship 
and planning care 
Small group limiting 
transferability. No 
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small groups of 
peers with 
feedback by 
both peers and 
faculty. 
Improvements were statistically 
significant in both years in all 
measures except in simulated 
patients’ assessment of the 2008 
group. Differences between the two 
samples were non-significant. 
Differences between interviews with 
standardised and with real patients 
were also non-significant. 
One limitation in this 
study is that it did not 
include interviews with 
real patients at baseline 
preventing analyses on 
the magnitude of the 
changes with the 
programme for those 
patients. Also, since 
students voluntarily 
enrolled in this 
programme, they may 
have been particularly 





programme effects to 
other healthcare 
professionals 










ask, looking ahead, 
closing the loop. 
Over 6 
months 










Students found that the curriculum 
had a positive impact on patient care, 
although some found the number of 
calls excessive. Students and faculty 
reported improvement in students’ 
understanding of patients’ health 
behaviours, knowledge of patient 
education, and attitudes toward 
telephone follow-up. Some students 
changed patient education behaviours 
or called additional patients. 
Intervention students scored higher in 
some communication skills on 
objective assessments. 
Study site was only on 
medical school. 
Possibility of biased 
sample selection due to 
student choice to do 
longitudinal placement. 
Non-equal numbers of 
data points in each of the 
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N/A N/A N/A N/A Novice nurses did not differ on 
hospital-based orientation based on  
gender, age, level of education, or 
length of time working. Novice nurses’ 
communication skills did not differ by 
gender, age or level of education; 
however, novice psychiatric  
nurses who had worked 19-24 months 
had stronger communication skills than 
those working less time with aggressive 
patients (F = 6.9, p < 0.005)  
 
Small sample size of 25 
novice psychiatric 
nurses. The study was 
conducted in one state 
psychiatric hospital 
which limited the overall 
generalisability of the 
findings to the greater 
population of private and 
other public psychiatric 
hospital. The novice 
psychiatric nurses were 
at various levels in their 


























The findings indicated that before the 
intervention, the members of the two 
groups had a high level of occupational 
stress. Immediately after the training, 
the stress level of the experiment group 
decreased significantly, and the 
decrease was sustained for the 
following one month. 
The design and numbers 
were limited, and the 
details of the 
communication skills 


















1. Prevention of 
imminent violence 





7 hours in 
one day  




Role play of 
potentially 
violent situation  
Relaxation 
technique 
The frequency of assaults in wards 
that attended training fell by more 
than two-thirds (40 to 12) compared 
to wards where staff did not attend 
training (increased by over a half (18 
to 28) 
No statistical 
significance between the 
two groups. 
Short follow up period 
Attendees may be more 
likely to notify assaults 





























stress and how 
stress can affect 
staff working with 
clients with 
challenging 








Perceived self-efficacy in dealing 
with challenging behaviours 
increased significantly from pre to 
post-training. No significant changes 
in either emotional reactions to 
challenging behaviours or causal 
beliefs. 
No control condition/no 
follow-up. No immediate 
post-training 























is for staff who 
work with adults 








Staff use of Alternative and 
Augmentative Communication 
(AAC) and praise increased with 
decrease in the use of inappropriate 
language. Some concomitant 
decrease in residents’ levels of 
challenging behaviours 
Results not sustained in the long term 
Single case study and as 
such involved small 
numbers of residents and 
staff. Data collection 
involved filming 
whichever staff member 
was working on a 
particular day.  
 Lack of consistency of 
reporting of challenging 
behaviours across the 
organisations. No follow-























Statistically significant reductions in 
perceived aggression one and two 
months after baseline measures (p < 
0.01) 
Results also suggest reductions in 
distress and increase in general 
mental wellness (p < 0.01). 
Evaluation of the programme by 
participants was positive. 
Limitations include 
choice of measures and 
lack of control group. It 
may be that any 
intervention aimed to 
help experience of 
aggression may have 
been effective. 
No measure of 
communication skills. 
No long-term follow-up 
to inform if the effect of 





N/A N/A N/A N/A N/A N/A The participants identified workplace 
stressors contributed to the interference 
of the nurse-patient interaction which 
included unsupported involuntary 
admissions, limited workplace design, 
poor staffing skill mix, complex patient 
diagnoses with drug- and alcohol-
related presentations, and 
inexperienced staff working beyond 
The limitations of this 
qualitative study are the 
design, sample size of 13 
female participants and 
having been conducted 




their scope of practice. 
Bowers et 
al. (2010) 
N/A N/A N/A N/A N/A N/A The results are covered in seven 
themes: Moral foundations, Preparation 
for interaction and its context, being 
with the patient, non-verbal 
communication, vocabulary and timing, 
Emotional regulation, Getting things 






et al. (2010) 
 
N/A N/A N/A N/A N/A N/A Results revealed a caring-approach 
continuum on which two approaches 
formed the main themes: the 
bulldozer and the ballet dancer. The 
bulldozer approach functioned as a 
shield of power that protected the 
ward from chaos. The ballet dancer 
approach functioned as a means of 
initiating relationships with patients.  
 
The findings of a 
qualitative study cannot 
be generalised but should 
rather be “one voice in 
an ongoing discourse”. 
When using the 
interpretive description 
approach as study may 
include data collected 
from various sources. By 
also using observations 
from wards, we might 
have found data that 
could further substantiate 
our findings. 
Patterson 
et al. (2008) 
 
N/A N/A N/A N/A N/A N/A The thematic analysis of the data 
revealed four themes that were 
termed: communication, safety, self-
awareness, and treatment. Fourteen 
competencies were identified and 
grouped within these four themes. 
“Communication” emerged as the 











sessions on staff 
identified 
communication 
monthly 1 15 minutes Brief video, 




No evidence of implementation found 








Sim et al. 
(2011) 
 
N/A N/A N/A N/A N/A N/A Aggressive behaviour usually occurs 
when a person feels unfairly treated. 
Having a systematic approach to the 
problem can improve safety for both 
staff and patients. This includes patient 
centred practice, identifying and 
managing the early signs of aggression 
to prevent escalation, having a plan to 
seek assistance if required, setting 
limits using a calm respectful manner 
and reinforcing limits using behaviour 





3.3.5 Detailed review of included studies 
3.3.5.1 Communication skills training for aggression reduction for healthcare workers  
The content of the communication skills training programmes reviewed varied. The 
study by Ak et al. (2011) aimed to determine the effects of a communication skills training 
programme on emergency nurses and patient satisfaction by implementing a six-week 
psychoeducation programme that was intended to improve their communication skills. The 
comparison of pre- and post-training scores of the 16 emergency nurses who participated 
showed a positive improvement on all measures, which included communication skills, 
empathy, confidence in nurses, respect, kindness and thoughtfulness, individualised 
attention, time devoted for listening, and counselling. Although this study reported 
statistically significant findings and the effectiveness of communication skills training, the 
limited sample size of 16 participants, lack of an active control group and limited statistical 
analysis of only statistical significance makes it difficult to generalise the results to other 
situations. 
 
More recently, a communication skills training programme was implemented and 
evaluated to improve nursing aides’ (n = 24) communication with residents with dementia 
(n = 26) in a nursing home in The Netherlands (Sprangers et al., 2015). The effects of the 
training on nursing aides’ communication, caregiver distress, job satisfaction and 
residents’ psychopathology and agitation were assessed relative to a control group 
condition. Nursing aides in the intervention group were individually trained to 
communicate effectively with residents during morning care by using short instructions, 
positive speech, and biographical statements. The results showed a decrease in the level of 
caregiver distress and an increase in the quantity and quality of communication. The 
authors implied that this process may contribute to positive interactions between nursing 
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aides and residents, which, in turn, might lower residents’ problem behaviours. However, 
estimates are questionable due to sample size, research design with no active control group 
and the provision of the training being one to one, which decreases the cost effectiveness 
despite assuring results. 
 
Two studies aimed to examine the impact of specific training programmes: 
Solution Focused Brief Therapy (SFBT) (Bowles et al., 2001) and Simple Skills Secrets 
(SSS) (Jack et al., 2013). Sixteen registered nurses and health visitors were recruited from 
a variety of clinical settings, both in-patient and community-based, including medical, 
surgical, palliative care and family support. They were provided SFBT training and five 
participants proceeded to participate in the focus group after the training. Quantitative data 
showed some positive differences following training and reached a level of statistical 
significance on the measure of willingness to talk with people who were troubled. The 
themes emerging from the focus group centred on participants describing changes to their 
practice following training. However, with a high dropout rate, small sample size, 
reliability of the instrument used for quantitative data collection, and no control group, the 
true effectiveness of this training is yet to be defined as definite (Bowles et al., 2001). 
 
Likewise, Jack et al (2013) assessed the impact of the simple skills secrets model of 
communication training on the general healthcare workforce. Simple skills secrets (SSS) 
encourages a patient centred approach by use of open-ended questions linked with a cue 
such as silence, summarising, screening, and inviting the patient to make plans. The results 
showed statistically significant improvements in overall confidence and willingness scores 
(p = 0.05). There was no statistically significant difference between registered and support 
staff pre- and post-training.  Interviews provided information on the value of the model 
52 
 
and transfer of skills acquired to clinical settings, which included methods of thinking and 
communicating differently. Though the results show an improvement in staff confidence 
and communication, the study was implemented in only one site in the UK, which 
necessitates the need for further research to actualise the transferability of these findings 
by conducting a larger, longitudinal controlled study. 
 
A study conducted by Carvalho et al (2014) compared a structured, comprehensive 
nine-month communication skills programme among two different samples of healthcare 
professionals over two consecutive years (First year n = 25; Second year n = 20). Measures 
of basic communication skills and confidence showed improvement in both years. Results 
showed that communication competences were acquired and used throughout the 
programme, and once first applied with Standardised Patients (SPs), were then effectively 
transferred to situations with Real Patients (RPs). Differences between interviews with 
standardised and with real patients were non-significant. The similarity of the results 
between the two groups reinforces the notion that SPs constitute effective proxies for RPs. 
This reinforces this type of programme structure as a valuable training tool, with results 
translating into real situations. Though the results substantiate the validity of the 
programme with different samples and different years of implementation, the study is not 
without limitations. There were no interviews with real patients at baseline and therefore 
the magnitude of change in this aspect could not be measured. Also, the voluntary 
enrolment of participants into the study limits the generalisability of the results to other 
healthcare professionals. This reiterates the need for a controlled study with participant 




Ghazavi, Lohrasbi & Mehrabi’s (2010) quasi-experimental study findings indicated 
that before the psychoeducation, the members of both the intervention and control groups 
had a high level of occupational stress, while immediately after the training, the stress 
level of the intervention group decreased significantly and was sustained for the following 
month. However, the design and numbers were limited, and the details of the 
communication skills training were not specified, which limits the findings. Similarly, 
Whittington and Wykes (1996) aimed to improve verbal and non-verbal skills of staff 
working with distressed patients focusing on the use of non-coercive techniques. Although 
results showed an overall two thirds decrease (40 to 12 incidents) in the frequency of 
assaults, there were several limitations such as a small sample size, sample self-selection, 
short follow-up period, and lack of an active control group to substantiate the effect. 
 
Tierney, Quinlan and Hastings (2007) evaluated the effects of a three-day training 
on understanding challenging behaviours and managing stress which included 
communication skills training. Perceived self-efficacy in dealing with challenging 
behaviours increased significantly from pre- to post-training. Although this study had 
significant positive results, lack of a control condition and longer-term follow-ups were 
major limitations.  
 
In the same year, Smidt, Balandin, Reed, and Sigafoos (2007) reported an increase 
in the use of Alternative and Augmentative Communication (AAC) and praise, and a 
decrease in the use of inappropriate language following a communication training 
programme on improving staff interactions with one resident with developmental disability 
and challenging behaviour. However, results were not sustained long term and it was a 
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single case study and as such involved only a small number of staff (n = 18) who worked 
with a particular resident. This is a major limitation and fails to have generalisable results. 
 
A German randomised controlled study protocol by de Figueiredo et al. (2015) 
stated that the authors planned to further evaluate the impact of a communication skills 
training programme, ComOn Coaching, with a varied number of coaching sessions among 
physicians. This programme is reported to be built on previous work of the researchers of 
communication skills training for oncologists in standardised settings. This study aims to 
determine how much coaching oncologists require to transfer communication skills into 
clinical practice. The end results of this proposed RCT are not yet available. 
 
In the only descriptive survey identified in the review, 25 novice psychiatric nurses 
responded to determine their communication skills in the following areas: confidence level 
in their communication skills as a novice psychiatric nurse; knowledge about mental 
illness before being hired; communication skills with psychiatric patients; use of 
communication skills during hospital and unit orientations; feelings about interacting with 
aggressive patients; the nurse-patient relationship; and communication with nursing staff 
(Moss, 2015). Novice nurses’ communication skills did not differ by gender, age or level 
of education; however, novice psychiatric nurses who had worked 19 - 24 months had 
stronger communication skills than those who had worked less time with aggressive 
patients (p < 0.005). The result of the survey led to the recommendation of an educational 
module on enhancing communication skills during hospital orientations for novice nurses 
to facilitate the nurse-patient interaction and relationship with psychiatric patients on 
inpatient psychiatric units. Though the recommendation was promising, the small sample 
size of 25 nurses, their varying levels of experience at work, and the study being conducted 
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in only one state hospital limits the generalisability of recommendations to other public 
and private hospitals.  
 
Finally, a trial using communication skills as an aggression prevention intervention 
was identified. The study reported a decrease in the experience of aggression following 
training in the communication skills programme, It’s All About Communication. However, 
this was not a controlled study and there was no measure of the communication skills 
before and after the training (Swain & Gale, 2014). Therefore, to establish the 
effectiveness of communication skills training as a technique to reduce workplace violence 
with generalisability to all healthcare settings, a blinded randomised controlled trial of this 
package against an active control with long term follow-up is deemed necessary. 
 
3.3.5.2 Communication skills training for aggression reduction among trainees  
The review identified two studies focused on communication skills for healthcare 
trainees. The study by Webster (2013) discussed the significance of simulation in 
preparing the trainees to deal with challenging situations and behaviours. Nursing students 
were video-taped for 15 - 20 minutes interacting with actors portraying several types of 
mental illness. The students identified communication techniques used and evaluated their 
strengths and areas for improvement. Feedback and debriefing regarding knowledge, 
skills, and attitudes were provided by faculty and the actors because therapeutic 
communication skills have always been essential in providing quality patient care. Because 
this activity was conducted with a small group of students, it limits the generalisability of 
the promising results and requires repeat testing with larger numbers. In addition, 
comparisons between control and treatment groups could add insight into how to best 
design activities that further engage students in the practice of patient-centred care and 
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therapeutic communication with individuals with mental illness and challenging 
behaviours and assess the transfer of learned skills from educational to clinical settings. 
 
Similarly, another study conducted in the USA hypothesised that reinforcing 
medical students’ patient-centred communication skills through a telephone follow-up 
curriculum (TFC) would improve these skills in subsequent patient encounters and 
increase awareness of psychosocial barriers in safe care transitions (Saba et al., 2014). The 
intervention group consisted of two different cohorts of third-year medical students in 
longitudinal clerkships (n = 41); traditional clerkship students comprised the comparison 
group (n = 185). Intervention students telephoned one to four patients per week after 
seeing them in outpatient clinics or inpatient care to follow-up on recommendations. 
Surveys, focus groups, and clinical performance examinations were utilised to assess 
student perception, knowledge and skills, and behaviour change. Although the results 
reported higher scores in some communication skills on objective assessments among the 
intervention students and an overall positive impact on patient care, this study was limited 
in many aspects. The complicated study design with unequal data points in each of the two 
years of the curriculum, potential selection bias, lack of patient feedback and having only 
one study site limits the findings. 
 
3.3.5.3 Qualitative studies on communication skills for aggression reduction  
Four qualitative studies were identified that focused on the nature of staff 
interaction and communication and its related outcomes. The study by Bjorkdahl, 
Palmstierna, and Hansebo (2010) described nurses’ caring approaches within acute 
psychiatric intensive care by interviewing 10 registered nurses and nine nursing aides from 
four intensive care units in Sweden. Results revealed a caring-approach continuum on 
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which two approaches formed the main themes: the bulldozer and the ballet dancer. The 
bulldozer approach functioned as a shield of power that protected the ward from chaos. 
The ballet dancer approach functioned as a means of initiating relationships with patients. 
These nursing approaches were described as either precipitants or protective factors in the 
prevention of aggressive behaviours by patients wanting to regain control while being in 
hospital.  
 
Similarly, another study explored the competencies expected of newly-graduated 
mental health nurses working in a regional mental health facility in New South Wales, 
Australia (Patterson, Curtis & Reid, 2008). The semi-structured interviews of eight mental 
health nurses revealed four themes: communication, safety, self-awareness, and treatment. 
Fourteen competencies were identified and grouped within these four themes. 
“Communication” emerged as the most important theme for new graduates. The first 
competency derived from this theme, communicating with someone experiencing mental 
health problems, interacted with competencies from the other themes and was identified as 
important. 
 
The third study evaluated the importance of communication skills in managing 
aggression by investigating nursing practices in acute inpatient mental healthcare 
environments and exploring the nurse-patient relationship, violence, and aggression by 
adopting a critical feminist framework (Ward, 2013). Interviews and focus groups were 
conducted with 13 participants who expressed that violence was a part of the job as it was 
expected when working with psychiatric patients. The participants identified workplace 
stressors that contributed to the interference of the nurse-patient interaction, which 
included unsupported involuntary admissions, limited workplace design, poor staffing skill 
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mix, complex patient diagnoses with drug and alcohol related presentations, and 
inexperienced staff working beyond their scope of practice. The unpredictable and 
challenging environment also heightened the emotional state for both the nurse and the 
patient. The participants agreed that additional training and education on communication 
skills was a way to reduce the risk of violence in psychiatric units.   
 
In 2010, Bowers, Brennan, Winship, and Theodoridou described the results of 
a qualitative study of 28 experienced nurses’ experiences of communicating with acutely 
psychotic patients. The behaviours of these patients were described as challenging and 
perplexing and this made it difficult for the nurse-patient interaction to occur. The authors 
continued to note that guidance on how to interact with patients in an active psychotic 
state, or who were withdrawn, agitated and/or aggressive, were inadequate. The analyses 
identified seven themes: moral foundation, interactions, being with the patient, nonverbal 
communication, emotional regulation, getting things done, and talking about symptoms. 
This study highlights that better communication between nurses and patients reduced 
aggression and violence and improved patient outcomes and increased patient satisfaction. 
 
Despite the positive findings supporting the need for communication skills training, 
the limitations of these four studies, such as the small number of participants, the restricted 
sample location, and the subjective nature of qualitative research affect the generalisation 
of these results and draws attention to the need for more robust research focused on 




3.3.5.4 Other descriptive papers on communication skills training 
Two descriptive papers were identified and discussed strategies on the 
prevention and management of aggression with a focus on communication skills training. 
Sim, Wain and Khong (2011) emphasised the importance of good communications skills 
in the prevention and management of aggressive behaviour in general practice 
environments. The authors describe the triggers for aggression and potential ways to 
reduce the same by strategies that include effective communication skills, regular 
reflection, and review of critical incidents.  
 
Similarly, Rowan (2008), proposed the idea of monthly communication skills 
coaching for healthcare staff for approximately 15 minutes where participants discuss a 
recurring communication challenge, role play options for communication, and receive 
feedback. This suggestion is based on the theory that effective interpersonal 
communication skills develop across the lifespan of an individual, like all complex skills. 
However, there is no evidence to the implementation of this strategy in the literature and it 
requires further testing to extrapolate this training strategy to wider settings.  
 
3.3.5.5 Secondary research evidence of communication skills training reviews (Table 
3.3) 
Three literature reviews were identified that examined the importance of 
communication skills training within healthcare. The first review investigated two aspects 
in the nursing literature on nurse-patient communication and interaction (Fleischer et al., 
2009). The authors first defined the concepts of nurse-patient interaction and nurse-patient 
communication in nursing literature. Then they described the how communication and 
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interaction in the nursing setting happens and what factors influence the process of nurse-
patient communication and interaction. A total of 97 citations were included in this review 
which included qualitative (n = 35), quantitative (n = 24), secondary research (n = 12) and 
non-research literature (n = 22). Hospitals and nursing homes were the prevailing settings 
in which communication and interaction were researched. The findings of this review 
report that there is sufficient general descriptive and conceptual research for nurse-patient 
interaction and communication, and that these skills can be learned to a certain degree. 
Often the term “communication skill” was not clearly defined, which lead to 
misinterpretation of information. A major finding was the lack of well-designed 
randomised controlled intervention studies with appropriate outcomes that would underpin 
the effect of educational or structural interventions to improve communication. 
Intervention studies seldom described the investigated intervention programme. 
Additionally, intervention studies did not make up a large part of the pool of studies 
reviewed. By far, the majority were descriptive and conceptual studies. This review 
highlighted the need for rigorous and systematic evaluation of communication skills 
training programmes to establish best practice guidelines to reduce patient aggression. 
These are important implications for future theoretical and empirical research in this field 
of aggression reduction and management. 
 
Another review in 2002 focused on communication skills training in 
healthcare and found 17 studies in pre-registration nursing education, 26 studies in post-
registration nursing education, and 27 studies in other disciplines evaluating 
communication skills training (Chant et al., 2002b). When evaluating the overall 
effectiveness of all the reviewed studies, authors reported several trends that are becoming 
apparent and an emerging overall trend in the effectiveness of communication skills 
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training. However, only 16 of the studies (25%) concerning the effectiveness of 
communication skills training indicated positive effects and had a sound methodology. A 
lack of research evaluating communication skills training was found in relation to both 
pre- and post-registration nursing education, and in other healthcare disciplines. 
Furthermore, the research that had been done was limited by methodological deficiencies 
in many studies included in this review. This reiterates the need for scientifically sound 
experimental studies evaluating the effectiveness of communication skills training to 
reduce aggression and the appropriate dissemination of findings. 
 
The third review was specific to nursing care and identified 14 studies focused 
on the evaluation of the effects of communication training programmes for nurses 
(Kruijver, Kerkstra, Francke, Bensing & van de Weil, 2000). The studies reviewed showed 
limited or no effects on nurses’ skills, on nurses’ behavioural changes in practice, and on 
patient outcomes. A limitation reported in this review was that the majority of the studies 
had a weak design. This reinstates the need for the use of experimental research designs in 
future studies in order to eliminate the influence of confounding variables, and to expand 










Table 3.3: Evidence table of secondary research on communication skills training for reducing patient aggression 
Authors, Year & 
Country 
Sample, Settings and 
Scope 
Scope  Search Strategy, 





Kruijver et al. (2000), 
The Netherlands 
Participants were 
working in oncology, 
psychiatric, 
psychogeriatric or 




workers, nursing and 
medical students, and 
dietitians. The number of 
participants ranged from 
8 to 218. 
 
This review aimed 
to review the 
characteristics of 
communications 












communication training for 
nurses or other 
professionals published in 
English or Dutch as a 
thesis or in a scientific 
journal.  
In this review, 14 studies 
have been evaluated. 
Overall, the studies 
reviewed showed limited 
or no effects on nurses’ 
skills, on nurses’ 
behavioural changes in 
practice, and on patient 
outcomes. Finally, the 
majority of the studies 
had a weak design. 
The review recommends the 
use of experimental research 
designs in future studies to 
eliminate the influence of 
confounding variables. 
Chant, Jenkinson, 
Randle, Russell and 
Webb (2002b), 
UK 
This article is based on a 
literature review carried 




education in England in 
2000. 





evaluation, health, nursing, 
empathy, nurse-patient 
relationships, interaction, 
and interpersonal skills. 
A lack of research 
evaluating 
communications skills 
training was found in 
relation to both pre- and 
post-registration nursing 
education, and in other 
healthcare disciplines.  
Furthermore, the research 
that has been done is 
limited by 
methodological 
deficiencies in many 
cases.  
Recommendations were made 
concerning improved methods 
for future research evaluating 
communication skills training. 
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Fleischer et al. (2009), 
Germany 
Hospitals and nursing 
homes were the 
prevailing settings in 
which communication 




The purpose of this 
review was to 
investigate two 





A search was conducted to 
identify articles using the 
terms interaction, 
communication, nursing, 
care, and nurse-patient 
relationship. The search 
was limited to publications 
in English and German. 
There was no restriction to 
publication types in the 
search process. There were 
no limitations regarding the 






The total number of 
citations was 97. The 
methods were qualitative 
(n = 35), quantitative (n = 
24), and secondary 
research (n = 12). Often, 
the term “communication 
skill” was not clearly 
defined and was rather 
nebulous. Without 
clarification of concepts, 
findings from 
publications are exposed 
to the risk of 
misinterpretation. 
Mostly lacking are well-
designed randomised 
controlled intervention studies 
with appropriate outcomes that 
would underpin the effect of 
educational or structural 
interventions to improve 
communication. Intervention 
studies seldom described the 
investigated intervention 
programme. Chosen outcomes 
for the evaluation were not 
clinically relevant, such as 
duration or frequency of 
interactions. Further, patient 
involvement and their role in 
communication are often 









In summary, the studies that have been conducted focus on the management of 
aggression mostly within hospital settings worldwide. No relevant large-scale trials were 
identified. Although communication skills training is available, and the studies reviewed 
support the benefits of appropriate training, the transferability of the learning to clinical 
situations is limited due to training being inappropriate to the needs of the different staff 
groups and work settings. The lack of methodologically robust studies and the 
questionability of generalising findings of hospital settings studies to community settings, 




First, it should be acknowledged that this review is not without limitations. The 
topic of review is an active area of research with new studies being reported on a regular 
basis.  There is a possibility that some interventional studies on communication skills 
training in aggression reduction have been missed. Most of these studies are either open, 
have no control trials, or are qualitative studies, which makes interpretation and 
generalisation difficult. The review suggests the need for well designed, active controlled, 
longer term follow-up studies like RCTs to test the effectiveness of communication skills 
training for healthcare workers to reduce aggression perpetrated by patients. 
 
Healthcare workers who work closely with individuals experiencing an illness or 
crisis are known to be at risk of aggression and violence. Training in the reduction and 
prevention of aggression is the most appropriate preventative measure. However, there is 
much variation among studies of communication skills training in the types and 
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effectiveness of training. Much emphasis is placed on effective communication in all areas 
of healthcare, particularly oncology and palliative care, where most of the research has 
been conducted. It has been demonstrated that communication skills can be learned, and 
the skills persist at least in part over time. Much of the communication skills training is 
focused on doctors and nurses and their student counterparts with limited studies looking 
at training the healthcare assistants who are involved in frontline care along with nurses 
(Gysells, Richardson & Higginson, 2005). There is also a limited number of well-designed 
studies on the impact of communication skills training on patient aggression. 
 
The body of research included in this review contains no high-quality studies and 
many studies with a range of methodological limitations. These studies evaluate several 
types of communication skills training, which are based in different settings. The focus, 
content and duration of the training varies substantially from one programme to another. 
Some of the programmes are designed for commercial use while some are tailored to meet 
specific organisational/educational needs. Communication skills training needs to be 
individually tailored to the specific needs of the particular setting, context, staff needs and 
patient population. 
 
The knowledge about staff training on aggression reduction and prevention is very 
inconclusive, being based on best practice which lacks rigorous analysis using sound 
research methodologies (Muralidharan & Fenton, 2012). Some studies evaluate the 
effectiveness of training programmes by measuring number of incidents, seclusion and 
restraint rates and staff injury rates pre- and post-training. Other studies utilise subjective 
measures like staff knowledge and confidence levels to evaluate the outcome of training. 
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Four studies included in the review were qualitative and the interpretations of the findings 
vary. 
 
Most studies reviewed suggest that training programmes will lead to significant 
reductions in patient perpetrated aggression with notable improvement in the therapeutic 
relationship between healthcare workers and patients. The concept of communication skills 
training for aggression reduction enhances staff knowledge, confidence and skills to 
prevent escalation of potentially violent situations with no harm to patients, staff and 
others (Bowers et al., 2010; Patterson, Curtis & Reid, 2008, Campbell et al., 2014). 
Although few primary studies have demonstrated careful attention to study design and 
quantitative details leading to credible results, many of these promising preliminary results 
should be verified through well controlled and robustly designed longer term follow-up 
studies with transferability to varied settings. 
 
While studies acknowledge that communication skills training appears to be 
improving staff confidence and skills in dealing with aggression and violence, it is difficult 
to reach a firm conclusion about the strengths of these training programmes. Not only are 
researchers evaluating very different programmes, but with limitations like study designs, 
small sample sizes, lack of control groups, and varied outcomes variables, it is difficult to 
draw a tangible conclusion of the actual success rates of such programmes. The lack of 
methodologically rigorous studies like randomised controlled trials evaluating aggression 
management and prevention interventions limits the scope of these training programmes. 
Studies which take these variables into account, like RCTs, will need to be undertaken to 
establish evidence-based best practice guidelines to minimise and prevent patient violence 




Patient aggression is a serious problem for the quality of healthcare provision and 
the health workforce and is reportedly increasing in terms of severity and magnitude. With 
the current review confirming the findings from the previous reviews by Fleischer et al. 
(2009), Chant et al. (2002b) and Kruijver et al. (2000) of the vast amount of research 
quantitatively evaluating data generated with classically qualitative methods, the need for 
well-designed randomised controlled intervention studies with appropriate outcome 
measures is highlighted. To address the identified gaps, intervention studies should include 
a description of the investigated intervention programme, while chosen outcome measures 
should be relevant to the aims of the study. Another drawback identified is the lack of 
input from both the sender and receiver in the communication process. To address this 
issue, both healthcare worker and patient involvement should be evaluated by including 
healthcare worker outcomes such as interpersonal communication competence, stress, 
coping and well-being; and patient outcomes such as care provision satisfaction rates and 
what contents the patients want to have communicated by healthcare workers. Considering 
the mutual nature of communication, the patients’ share in conversation should be taken 
into account more than it has been.  
 
While the interventions can be aimed at healthcare worker outcomes, one must also 
consider known and problematic patient variables such as static and dynamic risk factors. 
Subsequently, factors like environmental or situational variables that directly or indirectly 
influence violence and aggression within healthcare can be addressed. It also cannot be 
concluded whether clinician-patient communication as a crucial factor for patient 
satisfaction influences economic outcomes for health institutions. Thus, it would be 
beneficial to measure health economic benefits like the number of sick days taken, 
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absenteeism, staff turnover and accident claims, along with the actual occurrence of 
aggressive events.  
 
Thus, there is clearly a need for on-going research around patient aggression 
prevention. Future research should be interventional with robust randomised designs with 
active control conditions, and test innovations that are designed to address this growing 
problem. While well designed RCTs would be the ideal approach in determining whether 
communication skills training is effective, these are limited by feasibility and threats to 
validity. One major threat is contamination when personnel share or model effective 
communication. A cluster RCT could help mitigate this threat but would be costly. 
Similarly, multiple baseline designs and other quasi-experimental designs will probably be 
needed to expand the evidence base of patient aggression prevention interventional 
research. 
 
By understanding healthcare workers’ perceptions of the phenomena of patient-
related aggression, existing barriers to change can be identified. At the same time, suitable 
interventions to manage the issue need to be developed and tested in the clinical 
environment. The research will also need to focus on the mechanisms of change to 
determine not only if interventions work, but also how and why they work, thus adding to 
the theoretical understanding of the change process. These are important implications for 
future theoretical and empirical research in this field, and in this way for the expansion of 





3.5 Chapter Conclusion  
This review aimed to examine the content, strengths and limitations of 
communication skills training for reducing aggression within healthcare settings. This 
review highlights the positive benefits of appropriate training programmes with potential 
outcomes at individual, organisational and community levels. The concept of 
communication skills training for aggression reduction by enhancing staff knowledge, 
confidence, and skills needs to be targeted and evaluated robustly to expand the evidence 
base of violence prevention research and practice. While there are studies emphasising the 
benefits of communication skills training in the management of patient aggression, the 
nature and content of these programmes are varied. Taken together, the findings of this 
review suggest the need for more methodologically rigorous controlled trials to examine 
the effectiveness of communication skills training using measures of violence as an 
outcome to inform evidence-based practice to minimise and prevent patient perpetrated 




International Best Practice, Guidelines, and Initiatives for Aggression 
and Violence Prevention within Healthcare 
 
4.1 Chapter Overview 
The chapter discusses the initiatives, policies, and guidelines on aggression and 
violence prevention in healthcare from five countries and the similarities and diversity in 
the underlying principles of these initiatives.  
 
4.2 Introduction 
As noted in the literature review, aggression and violence threaten the safety and 
well-being of both patients and healthcare workers and can lead to a breakdown of the 
therapeutic relationship (Duxbury & Whittington, 2005; Farrell et al., 2006). Aggression 
can occur in a predictable manner, although it can also be unpredictable (Duxbury & 
Whittington, 2005; Farrell et al., 2006). Effective communication and crisis resolution 
skills could help to prevent, minimise and manage aggressive incidents. Therefore, 
providing specific training can be a means of enhancing communication skills, which will 
help prevent and manage crises and avert the occurrence of aggression (Wilkinson, 1999; 
Tiernay et al., 2007; Strand, Benzein & Saveman, 2004).  
 
Staff training is recommended as an essential part of any comprehensive approach 
for preventing and managing workplace aggression and violence, yet there is paucity of 
scientific evidence on the effectiveness of such interventions (Campbell et al., 2014; Swain 
& Gale, 2014). Beech and Leather (2006) state guidance around promoting or delivering 
appropriate training in communication skills is relatively scant and conflict resolution has 
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been focused primarily at post registration staff. In New Zealand, healthcare support 
workers are at increased risk due to lack of both training and support (Gale et al., 2009; 
Swain & Gale, 2014). They are actively involved in direct patient care, especially personal 
care and crisis resolution (Campbell et al., 2014; Swain & Gale, 2014). As healthcare 
support workers may come into the workplace with minimal or no health qualifications or 
clinical experience, comprehensive training programmes that incorporate topics like 
communication skills, de-escalation techniques, risk assessment, recognition of early 
warning signs, cultural practices, and safety may be helpful (Swain & Gale, 2014; 
Campbell et al., 2014; Richmond et al., 2012). 
 
Good communication has the potential to decrease and prevent aggression in any 
situation (Maguire & Pitceathly, 2002; Swain & Gale, 2014). Guidelines suggest the staff 
member needs to observe for signs and symptoms of anger and agitation, approach the 
person in a calm controlled manner, give choices, and maintain the patient’s dignity (Dix, 
2001; NICE, 2005; NICE, 2015). Despite being recommended as an appropriate first-line 
intervention, there is relatively little discussion and research on the effectiveness of 
communication skills training as an intervention in the prevention of aggression 
(Muralidharan & Fenton, 2012; Campbell et al., 2014). To ascertain the extent of evidence 
for the effectiveness of communication skills training in the prevention of aggression, a 
review of the existing literature was undertaken (see Chapter 3).  
 
4.3 Guidelines on aggression and violence in the health sector: Comparison of major 
national guidelines and strategies  
The true incidence of violence and aggression in the healthcare sector is difficult to 
determine due to differences in the definition of aggression, under-reporting, and the 
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sources of data available. Most of the studies that form the body of research in the field of 
aggression prevention in healthcare are from the United Kingdom, North America, 
Australia, New Zealand and Europe. Data from developing countries is limited. The 
literature clearly acknowledges the emergence of violence in healthcare as a global issue 
(Lipscomb & Love, 1992). International organisations like the World Health Organisation 
(WHO), International Labour Organisation (ILO) and the International Council of Nurses 
(ICN) are calling for increased intervention effectiveness research and more widespread 
protective regulations. 
 
This section reviews major national guidelines, policies and initiatives for 
prevention and management of workplace violence. The purpose is to get an overview of 
strategies recommended, and better knowledge on existing guidance for employers and 
employees. A brief overview of some of the policies and guidelines that inform the 
aggression prevention initiatives and practices in five developed countries is discussed. 
These countries were chosen as there is published literature on the initiatives from each of 
them. Denmark was specifically discussed as the researchers (MB & NS) attended a 
conference in Copenhagen, Denmark on violence in clinical psychiatry where the 
initiatives within Denmark were highlighted and are thus worth discussing in the current 
context.  
 
The current practice of aggression prevention and management in healthcare 
settings especially mental health settings, involves the use of restraints and seclusion along 
with non-coercive measures like de-escalation and time out. There is a global initiative for 
less restrictive measures when dealing with aggression and violence within the healthcare 
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context. As this is an ongoing initiative, most policies and guidelines addressing 
aggression and violence prevention contain the aspect of restraint and seclusion reduction.  
 
Identification of good practices, as well as gaps, shall serve as a basis for lessons 
learnt for the development of future research and guidance materials. The comparison of 
the guidelines will cover various aspects which can be summarised as background, 
strategies which are recommended, and implementation and impact of guidelines. The 
guidelines, policies and initiatives that are reviewed in this section have been selected 
under the following criteria:  
 Specifically addressing workplace violence in the health sector or related industries, 
like community services (social work); 
 Published or referred to by governmental authorities on a national or state level; 
 Addressing violence aspects in a broader organisational context (as opposed to 
clinical guidance for treatment). 
 
4.3.1 United Kingdom 
The Health and Safety Commission (HSC) is the governing body that deals with 
workplace violence in the UK. This governing body has policies and procedures published 
on the prevention and management of violence at work, which includes manuals for 
employers and employees. HSC covers the National Health Service (NHS) and private 
healthcare providers and contractors in the health service including hospital, primary and 
community care, nursing homes, mental health, and ambulance services. According to 
HSC, training can contribute to the reduction of the frequency and seriousness of incidents, 
and, their impact, and can improve the response to incidents and staff morale in general. 
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Adequate and regular staff training is addressed within the guidelines, with details (HSC, 
1998). 
 
The National Health Service (NHS) commitment to reducing the risk of violence 
for the health workforce is more comprehensive compared to the other countries reviewed. 
In addition to several published guidelines, governmental authorities and stakeholders are 
cooperating in the campaign “Zero Tolerance Zone”, launched in 1998. This is a 
comprehensive intervention series, not only providing multi-faceted materials and 
information, but stressing cooperation with other relevant sectors such as the police, justice 
system, and unions. Within this campaign, several short resource sheets are provided, 
which direct the user to more detailed guidelines (NHS, 2000; Department of Health, 
2000). 
 
In 2005, the National Institute of Clinical Excellence (NICE) wrote the guidelines - 
Violence: The short-term management of disturbed/violent behaviour in inpatient 
psychiatric settings and emergency departments: Clinical Guidelines. The guidelines 
include a training component to ensure clinicians are aware and know how to work with 
diverse populations and understand their needs. The latest guidelines published by NICE 
(2015) - Violence and aggression: short-term management in mental health, health and 
community settings also discusses the management of violence and aggression with 
minimal focus on prevention. Where aggression prevention is discussed within the 
guidelines, it mentions the need for staff training to reduce the risk of aggression by being 




4.3.2 United States of America 
In the USA, violence at work is mainly addressed by the National Occupational 
Health and Safety Administration (OSHA) (1998), which has developed specific 
guidelines for the health and community services. Another major known governmental 
guideline on preventing workplace violence in the health and community services has been 
published by the California Department of Occupational Safety and Health (Cal DOSH) 
(1998). These two United States guidelines address health and community services 
together. OSHA’s target population are health-care and social service employers, and 
providers in all work-settings. The guidelines cover a broad spectrum of workers, 
including qualified professionals as well as less qualified and ancillary personnel 
(maintenance, clerical, security). Cal DOSH does not specify, but does covers, workers in 
health care and community service organisations in general.  
 
Within these guidelines by OSHA and Cal DOSH, a summary of all aspects of 
training is provided and covers: Theory-to understand aggression and violence at work; 
Prevention-how to assess and take precautions; Interaction-to enable staff to deal with 
aggressive persons; Post-incident action-as reporting, investigation, counselling and 
follow-up. OSHA and Cal DOSH also give recommendations regarding time frames: 
training should be provided annually. For large institutions, refresher programmes are 
suggested to be offered quarterly or monthly to effectively reach all employees. Cal DOSH 
provides specific recommendations according to different work settings in the health 
sector, while OSHA presents a comprehensive set of tools to effectively manage 




The most recent initiative by the Occupational Safety and Health Administration of 
the US Department of Labour is the Guidelines for Preventing Workplace Violence for 
Healthcare and Social Service Workers (2015). These guidelines reflect the variations that 
exist in different settings and incorporate the latest and most effective ways to reduce the 
risk of violence in the workplace. It includes the focus of workplace violence prevention 
programmes to have clear goals and objectives for preventing workplace violence, be 
suitable for the size and complexity of organisations, and be adaptable to specific 
situations and specific facilities or units.  
 
4.3.3 Australia 
In Australia various official governmental initiatives concerning workplace 
violence exist, covering the country as well as individual states and territories. Eight out of 
10 states and territories have launched such initiatives and published materials and 
guidance for prevention and management of workplace violence. Guidelines for health 
sector workplaces do not exist on a national level, but several initiatives relating to the 
subject are presently taking place or have been recently completed (Safe Work Australia 
(SWA)). Within their initiatives and materials, most of the states and territories address 
violence covering all workplaces. However, South Australia (SA) has produced two short 
brochures on the risk of violence in the home- and community-based care industry and for 
aged care facilities, which were extracted from their general Guidelines for Reducing the 
Risk of Violence at Work (WorkCover-SA, 1998). New South Wales’ (NSW) guidelines 
focus on community-based accommodation and related services. It is designed for 
managers, supervisors and management committees, but targets all workers in the services 
(WorkCover- NSW, 1997). Both these guidelines provide information on how to prevent 
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and manage any potential aggressive situations that may occur within workplaces both 
from an individual and organisational perspective. 
 
The most recent initiative to address this is the establishment of the Occupational 
Violence in Hospital and Health Services Prevention Taskforce in January 2016 
(Queensland Health, 2016). This taskforce aims to evaluate the effectiveness of current 
workplace violence intervention strategies and identify barriers and solutions to be 
considered and proposes a workplace violence intervention strategy and implementation 
plan to support hospital and health services (HHSs). 
 
With specific reference to aggression and violence prevention in mental health 
services, the National Mental Health Seclusion and Restraint Project (NMHSRP) (2007–
2009), also known as the Beacon Project, was developed as a collaborative initiative to 
establish demonstration sites as centres of excellence aimed towards reducing seclusion 
and restraint in public mental health facilities (Melbourne Social Equity Institute, 2014). 
The Beacon Project published a suite of national documents in September 2009, which 
was endorsed by the Mental Health Standing Committee (MHSC) for use by Australian 
mental health services. The national plan was to implement this as a collaborative 
approach between the Australian government and state and territorial governments. The 
primary aim was to reduce, and where possible eliminate, use of seclusion and restraint in 
public mental health services and other coercive measures to manage aggression. This 
national initiative identified core training and educational priorities to achieve the primary 
aim. It consists of risk assessments, legal and ethical aspects of seclusion and restraint, 
crisis management, and therapeutic communication with core principles of recovery, 
person centred care, and trauma informed care. This project’s recommendations were 
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passed onto state and territory governments in 2009. The Position Statement on seclusion 
and restraint in mental health reports that states and territories have made significant 
advances in relation to seclusion. However, the approach varies considerably between 
regions (National Mental Health Commission, 2015). No data on the current rates of 
aggression and violence and any potential injuries because of this initiative are available, 
making it difficult to draw conclusions. 
 
4.3.4 Denmark 
Denmark has a long tradition of violence and aggression prevention in workplaces, 
especially within the social and healthcare sectors. The initiatives by the Danish healthcare 
system to prevent violence include policies on violence, new communication strategies, 
crisis plans, reporting, and training courses in violence prevention. These are in line with 
the global practice of aggression prevention across healthcare. These initiatives have been 
extended to include aggression prevention training beyond workplaces to include training 
institutions. An example of this initiative was the Violence as a means of communication 
project conducted between 2000 and 2002 where the focus was to integrate aggression 
prevention training into both education and training; the students reported positive results. 
The students commented on how the training raised their awareness to the risk of being 
exposed to violence in their future workplaces and during trainee periods and prepared 
them by making them aware of their own limitations and body signals (Social 
Development Centre, 2007).  
 
4.3.5 New Zealand 
In New Zealand (NZ), there are multiple acts, codes and national standards that 
form the legislative framework that healthcare organisations are required to work within. 
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The Health and Safety in Employment Act 1992 applies to all sectors of the workforce and 
provides a framework for employers and employees to work together to lessen the risk of 
harm to those in the workplace. This has recently undergone reform and is currently 
known as the Health and Safety at Work Act (2015) and came into effect in April 2016 
(WorkSafe NZ, 2014). WorkSafe NZ is the government agency appointed to work with 
employers, employees, and others to improve health and safety in the workplace and to 
enforce the act (WorkSafe NZ, 2014). 
 
Managing the Risk of Workplace Violence to Healthcare and Community Service 
Providers: Good Practice Guide is a comprehensive document that provides practical 
guidance on managing the risk of violence to healthcare and community service providers. 
This document draws on the NZ Department of Labour’s data, from best practice 
documents of the United Kingdom, the USA and Australia, and from such sources as the 
World Health Organisation and the International Labour Organisation. As such, this 
document represents the development of a “best practice” approach to compare 
organisational practice and to join in developing effective solutions (Department of 
Labour, 2009).  
 
In New Zealand there is a lack of standardised training offered to healthcare 
workers to prepare them to respond to aggression; content varies depending on the 
provider and their background (Farrell & Mann, 2014; Rolls, 2006). At present, each of the 
District Health Boards (DHBs) has their own policies on aggression management and 
prevention training, which they provide directly or through contracted agencies. The 
training objectives vary between DHBs, ranging from a safety focus to elimination of 
seclusion and restraint, which can be potential triggers to aggression. The intent of the 
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government is to reduce and eliminate the use of seclusion and restraint in all forms and 
encourage the use of least- restrictive measures. 
 
The latest initiative is called Safe Practice Effective Communication (SPEC). 
SPEC is a collaboration between all district health boards, under the leadership of the 
National Directors of Mental Health Nursing (DOMHN). Key stakeholders including 
service user groups, Māori, and Te Pou. The new initiative aims to provide national 
consistency and best quality evidence-based therapeutic interventions for effective 
communication to reduce restraint and seclusion. SPEC is a training programme for mental 
health clinicians who work in inpatient units. It is delivered by a “train the trainer” model 
(Te Pou, 2016). The researcher is not aware of any outcomes data from the rollout and is 
unable to comment on its impact at time of writing. 
 
4.3.6 Summary 
The recommendations from the different countries discussed in the above sections 
on how to address workplace violence in the health sector reflect a collective 
understanding of an approach that integrates interventions at organisational, societal and 
individual level, with a clear priority on preventive action. The variations noted can be 
related to the broad use and interpretation of the various terms and raise queries to which 
initiatives are evidence-based.  The lack of consensus in the use of the term and vast 
variation in the content of the training programmes arising as part of national initiatives is 
supported by Cowin, Davies, Estall, Berlin, Fitzgerald & Hoot (2003), and Duxbury 
(2002). Another limitation is that guidelines, policies, and subsequent trainings are based 
on best practice. This is reiterated by the lack of randomised controlled trials 
(Muralidharan & Fenton, 2012). This suggests that randomised controlled trials are needed 
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to determine the effectiveness of interventions like communication skills to minimise and 






The Present Study 
 
5.1 Chapter Introduction 
This chapter outlines the need for further research into reducing violence and 
aggression in healthcare settings. The rationale for the present study, which includes the 
preliminary survey followed by the RCT, is described. The choice of the control condition 
for the RCT is explained briefly. The objectives of a proposed cross-sectional survey and 
planned RCT are then presented. 
 
5.2 Rationale for the Present Study 
There has been considerable research into violence and aggression against 
healthcare workers within hospital settings. Most of this research is focused on identifying 
precipitating factors of aggression, the nature and impact of aggression, and preventive 
measures. Although reports of the nature and source of violence and aggression are 
numerous, the effectiveness of non-coercive measures like de-escalation and adequate 
training in the prevention and minimisation of aggression and violence in healthcare 
remains unexplored and there are limited numbers of studies with a specific focus on 
community settings (Campbell et al., 2014; Swain & Gale, 2014). The issues of untrained 
support staff as frontline healthcare workers and their occupational safety has not been 
researched.  
 
Studies on the extent and nature of the problem within New Zealand were minimal 
until the 2000s, when three national workplace violence surveys by Bentley, Catley, 
Forsyth and Tappin (2011, 2012 & 2013) noted the intensity of the issue of workplace 
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violence for New Zealand’s healthcare sector. There are also studies that differentiate the 
severity and impact of violence perpetrated by patients against different healthcare 
personnel such as nurses (Swain et al., 2014; Wells & Bowers, 2002), doctors (Gale, Arroll 
& Coverdale, 2006; Gale, Arnoll & Coverdale, 2009), support staff (Gale et al., 2009), 
new graduate nurses (McKenna, Poole, Smith, Coverdale, & Gale, 2003), and medical 
students (Mackay, Hannah, & Gale, 2009; Coverdale, Gale, Weeks, & Turbott, 2001). 
These surveys relate violence and aggression within the healthcare sector to patient and 
staff factors. Patient factors include increased alcohol and drug use, perceived injustice, 
interpersonal communication, mental distress, and prejudice or harassment. Staff factors 
were identified as increasing workloads, time constraints, working in isolation, inadequate 
staff training, unclear risk management systems, and the overall culture of violence in the 
sector. The perceived environmental sources included building layout and facilities, and 
the physical location of the workplace (Bentley et al., 2011, 2012 & 2013).  
 
In a recent survey, Swain, Gale and Greenwood (2014) found that hospital staff in 
all roles and work areas experienced verbal abuse (93%) and physical aggression (63%) in 
the previous year. Also, 38% of staff reported experiencing a physical assault in the 
previous year. When analysed by role, it was found that nurses and healthcare support staff 
experienced the greatest number of aggressive incidents compared to doctors and allied 
health staff.  The healthcare workers’ gender had no bearing on the instances of aggressive 
incidents. The rates are considerably higher than those reported in a UK general hospital 
where 27% were physically assaulted over the preceding year (Winstanley & Whittington, 
2004), compared to 38% in the past year in the present study. This study also reported 
higher rates of aggression in hospital settings (38%) than previously published surveys 
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about community support workers reporting 20% (Gale et al., 2009) and 35% aggression 
experienced by medical students (Mackay et al., 2009; Coverdale et al., 2001). 
 
Health and disability services in New Zealand are delivered by a complex network 
of organisations and people. The New Zealand healthcare service has been reformed over 
the last two decades. Twenty regional District Health Boards (DHBs) fund the bulk of 
public health, secondary care, and hospital beds. Public hospitals are owned and funded by 
DHBs. Hospitals provide a variety of publicly funded health and disability services such as 
medical, surgical, psychiatric, maternity, diagnostic, and emergency services on an 
inpatient, day-care, and outpatient basis. They are mandated to contract much of the 
continuing care either to aged care facilities or what used to be the charitable sector. These 
organisations receive significant but not full state funding and are called non-governmental 
organisations (NGOs). NGOs offer diverse services such as primary care, mental health, 
personal health, and disability support services at the community level. They tend to 
provide the bulk of disability care and employ a considerable number of trained and 
untrained healthcare workers. While DHBs have their policies set by the government, 
NGOs develop their own polices. However, DHBs may contract with NGOs to meet their 
aims. Since 2000, NGOs have become more active in supporting people with mental 
illness and disabilities in the community through supported accommodation and vocational 
training facilities. Some of these are regional services and a few are nationwide services 
(Ministry of Health, 2011). 
 
The shift in focus of service provision from hospital-based care to community 
settings is gaining greater emphasis within New Zealand. This means that there is an 
increase in the number of patients cared for within the community. This also indirectly 
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reflects the large number of healthcare workers providing health services outside of typical 
hospital settings, who instead work in the wider community setting either in residential 
supported accommodations or private homes (Ministry of Health, 2016). With this drive 
for delivery of healthcare in non-institutional settings, there is increase in the risk faced by 
healthcare workers due to the uncertainty of the work environment and unpredictable 
patient factors. And due to the increasing aging population of New Zealand, aged care 
facilities are also faced with challenging behaviours due to the known problems of aging 
like dementia and Alzheimer’s. These problems place healthcare workers in the 
community and aged care facilities at a risk of patient perpetrated aggression, just like in 
hospital settings (Gale et al., 2009; Baby, Swain & Gale, 2016; Campbell et al., 2014). 
Gale et al (2009) reported the distress experienced by community support workers from 
patient aggression and the need for appropriate interventions to help healthcare support 
workers cope with aggression. 
 
Te Pou o te Whakaaro Nui is a national centre of evidence based workforce 
development for the mental health, addiction and disability sectors in New Zealand. Te 
Pou works alongside DHB and NGO mental health and addiction services, and disability 
organisations to understand their priorities and workforce challenges. Te Pou then use a 
range of projects and expertise to meet these needs, while also providing tools, training 
and resources to improve outcomes and information use. (Te Pou, 2009). Te Pou (2009) 
developed a national workforce development framework Let’s get real, which provides 
guidelines for the essential knowledge, skills, and attitudes required for delivering 
effective service within the mental health and addiction sector of the health services in 
New Zealand. Let’s get real includes seven skills which allow healthcare workers to work 
in partnership with patients. It emphasises how effective communication skills are 
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essential to understand and resolve crises. However, this is based on best practice and is 
limited to hospital settings. There is no evidence of support for community-based settings 
available. The Mental Health Workforce Development Programme (2004) reviewed and 
developed a training toolkit for use within the mental health sector in New Zealand. The 
training was aimed at clinical staff employed in DHBs with a focus on assessment and 
management of risk but was not specifically aimed at reducing the incidence of violence. 
Doughty (2005) notes that the implications for future research within New Zealand should 
be specifically aimed at reducing the incidence of violence via staff training with formal 
evaluation. There has been no update of this recommendation that is officially available to 
critique. The combined outcomes being based on best practice and recommendations for 
staff training with formal evaluation supports the need for the present study with the 
specific need for the cross-sectional survey and RCT addressed below. 
 
5.2.1 Need for the survey 
Aggression and violence against healthcare workers occurs frequently (Bentley et 
al., 2013; Swain, Gale & Greenwood, 2014) and is associated with costs to the victim, 
organisation, and society (Baby, Carlyle & Glue, 2014; Hills & Joyce, 2013). There is a 
perceived increase in the level of patient aggression within community care as the 
provision of some aspects of healthcare moves from hospitals to the community (Gale et 
al., 2009). International studies have focused on examining the prevalence, nature, and 
triggers for aggression and violence. Some studies have investigated the existence and 
content of aggression management programmes (Meehan, McIntosh, & Bergen, 2006; 
Chappell & Di Martino, 2006; Cooper & Swanson, 2002; Swain & Gale, 2014; Duxbury 
& Whittington, 2005). A better understanding of how healthcare workers deal with violent 
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incidents in different settings may be helpful to point to the factors organisations should 
pay attention to in preventing and managing workplace violence.  
 
Gale, Pellet, Coverdale, and Paterson (2002) surveyed mental health managers and 
reported a high variation in the rate of violence that was associated with the presence or 
absence of preventative measures and education on violence in the workplace. This is the 
most recent comprehensive study to be conducted in New Zealand across all areas of 
mental health including all professional and paraprofessional groups. However, in a more 
de-institutionalised workforce a decade later, and with implementation of new policies by 
the government and health boards, we have limited knowledge of how aggression and 
violence are dealt with in these settings and what training is available to staff (Campbell et 
al., 2014; Muralidharan & Fenton, 2012). All these warrant the need for another survey to 
assess the current nature of violence perpetrated by patients against staff in hospital and 
community settings, and to assess the availability and accessibility of aggression 
prevention and management measures in both settings. Therefore, a national, unit-based 
cross-sectional survey is proposed as a forerunner to a planned randomised controlled trial. 
A survey has the potential to not only indicate the magnitude of the problem of aggression 
against healthcare workers but also provide a basis for designing appropriate preventive 
measures to reduce aggression. 
 
5.2.2 Need for the randomised controlled trial 
To address the need for appropriate staff training as identified by Doughty (2005) 
and the importance of communication in preventing patient aggression (Coverdale et al., 
2001), Swain and Gale developed an educational package called It’s All About 
Communication. This is a group-based, fully scripted and structured intervention for 
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healthcare support workers with no formal, recognised healthcare qualifications that 
introduces the basics of communication skills and uses on-line content to provide 
examples of clinical situations (Swain & Gale, 2014). The It’s All About Communication 
package was tested in an open label trial with positive results (Swain & Gale, 2014). 
Although the results from the pilot study were promising, the study had no control group, 
no measure of communication change before and after the training course, and no long-
term follow-up. The training package requires a trial against an active control condition to 
determine its superiority and impact in minimising patient perpetrated aggression against 
healthcare workers. The literature review concluded that most studies exploring aggression 
management training were lacking robust methodologies, and those that used experimental 
designs utilised either waitlist or treatment as usual controls, or had no control groups 
(Muralidharan & Fenton, 2012). This highlighted the need for the use of an active control 
condition in the proposed RCT of the communication skills training intervention. 
Therefore, an active controlled, singled blinded, randomised trial will be conducted to 
determine the superiority of the communication skills programme It’s All About 
Communication before making it available to wider services for use as an intervention to 
reduce the experience of patient aggression. 
 
5.3 Choice of Control Condition for the RCT 
Based on guidelines by Te Pou, de-escalation is proposed as the first line of 
intervention when dealing with a crisis (Te Pou, 2012). There are currently no active 
national guidelines for de-escalation and restraint in New Zealand (Te Pou, 2012). At 
present, each District Health Board (DHB) has their own guidelines on de-escalation 
training. However, the basic techniques are similar and drawn from National Institute of 
Clinical Excellence (NICE) guidelines (2005). De-escalation is the most widely used 
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intervention to resolve crises across the healthcare sector and can be used in both hospital 
and community settings (Te Pou, 2012). Clinical practice also reiterates that de-escalation 
can prove to be the most effective method in minimising violence and aggression if used 
appropriately, and in a timely manner (Doughty, 2005). Communication skills training and 
de-escalation are very similar, and it was suggested by experts to trial Communication 
Skills Training against a control condition like Mindfulness.   
 
Mindfulness based interventions are becoming more prevalent within New Zealand 
in the context of aggression management. The most recent initiative has been to support 
staff working in an acute adult mental health unit in one of the country’s DHBs. All staff, 
nurses, doctors, allied health and administrators were eligible to participate in the training. 
Four courses have been delivered with positive feedback (Baby, personal communication). 
However, no details of data, measures, and analysis were found. Further research is 
required to evaluate the impact of mindfulness training for staff to manage and cope with 
aggressive behaviours displayed by patients (Te Pou, 2014).  
 
Mindfulness training was chosen as the control condition over de-escalation 
training which was initially proposed to be the control condition due to de-escalation being 
very similar to communication skills and de-escalation being an applied example of 
communication. The impact of mindfulness on aspects of day to day life has been 
researched and is summarised as follows. First, there is substantial evidence supporting the 
efficacy of mindfulness in reducing anxiety and stress while enhancing participants’ 
overall sense of well-being (Brown, Weinstein & Creswell, 2012; Creswell & Lindsay, 
2014). Second, mindfulness teaches a broad skill set of formal and informal techniques 
that can be readily applied within the course of a typical workday (Condon, Desbordes, 
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Miller, & DeSteno, 2013; Brown, Ryan & Creswell, 2007). Third, mindfulness provides a 
supportive group experience that strengthens relationships among participants and can be 
extended to real life and work situations (Killingsworth & Gilbert, 2010; Wadlinger & 
Isaacowitz, 2011). Fourth, rather than being applicable only to specific situations, 
mindfulness practice informs an individual’s response to the full range of life experiences 
(Beckman et al., 2012; Beach et al., 2013). Thus, with no specific evidence of the impact 
of mindfulness on communication skills, mindfulness was chosen as the active control 
condition but not as a method to improve communication skills. 
 
5.4 Objectives of the Thesis 
5.4.1 Part 1: Cross sectional survey 
To assess the current nature of aggression perpetrated by patients against staff in 
hospital and community settings, assess the availability and accessibility of aggression 
prevention and management measures in both settings, and inform the choice of control 
condition, a nationwide unit-based cross-sectional survey was conducted as a forerunner to 
the randomised controlled trial.  
The aims of the survey will be to assess: 
1. The current nature of aggression experienced by healthcare staff in various 
healthcare settings like District Health Boards (DHBs), aged care settings and 
NGOs across New Zealand as reported by unit managers.  
2. The availability and accessibility of safety measures like panic buttons, personal 
alarms, security, and police assistance.  




5.4.2 Part 2: Randomised controlled trial 
The primary aim of the RCT was to evaluate the effectiveness of a brief 
multimedia, interactive It’s All About Communication, group-based training programme 
for healthcare support workers in decreasing the experience of patient aggression over the 
study period by comparing the baseline to a six-month follow-up against an active control 
condition of mindfulness. The six-month follow-up was chosen as the primary endpoint as 
previous research reported positive outcomes immediately after training, but the longer-
term effects were not known. The secondary aims were to measure the effect of the 
training on psychological well-being, level of distress, and interpersonal communication 
competence among healthcare support workers. Hereby, the following hypotheses were 
devised for testing: 
5.4.2.1 Primary outcome: Perception of patient aggression 
1) Healthcare support workers who participate in a four-session communication skills 
training intervention will experience less patient aggression and statistically 
significantly lower rates of patient aggression measured on the POPAS-NZ than the 
control group receiving mindfulness; and an overall decrease in the POPAS-NZ at 
a six-month follow-up compared to the baseline. 
 
5.4.2.2 Secondary outcomes: Psychological well-being, distress and interpersonal 
communication competence 
2) Healthcare support workers who participate in a four-session communication skills 
training intervention will experience improved psychological well-being and 
statistically significantly lower rates measured by the Kessler 10 than the control 
group receiving mindfulness; and an overall decrease in the K10 at the six-month 
follow-up compared to the baseline. 
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3) Healthcare support workers who participate in a four-session communication skills 
training intervention will experience less distress from the experience of patient 
aggression and statistically significantly lower rates of distress measured by the 
IES-R than the control group receiving mindfulness; and an overall decrease in the 
IES-R at the six-month follow-up compared to the baseline. 
4) Healthcare support workers who participate in a four-session communication skills 
training intervention will have statistically significantly higher interpersonal 
communication skills scores on the ICCS than the control group receiving 
mindfulness; and an overall increase in the ICCS at the six-month follow-up 

















Healthcare Managers’ Perceptions of Patient Perpetrated Aggression 
and Prevention Strategies: A Cross Sectional Survey 
 
6.1 Chapter Introduction 
This chapter presents the aim, design and results of the cross-sectional survey that 
investigated the current nature of patient aggression faced by healthcare workers in New 
Zealand healthcare settings and the support strategies available for staff, including 
aggression prevention training. The introduction and rationale for the survey was outlined 
previously in Chapter 5. The survey results inform the need and plan of the proposed RCT 
that is detailed in the next three chapters. 
 
6.2 Aims 
In the present study, the aim was to obtain an overview of: 
1. The current nature of aggression experienced by healthcare staff in various 
healthcare settings such as District Health Boards (DHBs), aged care settings, and NGOs 
across New Zealand as reported by unit managers. 
2. The availability and accessibility of safety measures such as panic buttons, 
personal alarms, security, and police assistance. 
3. The type of aggression prevention and management training available to staff. 
 
6.3 Setting, Participants and Methods 
The staff working in mental health and aged care face one of the highest rates of 
workplace violence. This may be due to an increasingly violent patient population, mental 
illness, alcohol and drug usage, and increasing rates of dementia (Swain et al., 2014; Franz 
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et al., 2010; Farrell, Shafiei, & Chan, 2013; Winstanley & Whittington, 2004). The 
variation in risk of violence and aggression, which the researchers have noted in their 
clinical roles (MB & CG), led to choosing the mental health services of DHBs, aged care 
facilities, and NGOs providing mental health and disability services as the appropriate 
settings for this study.  
 
Aggression in healthcare has become a widely researched phenomenon. This is 
important, since there is a good deal of evidence that poor reporting practices are the norm 
rather than the exception in healthcare settings (Farrell et al., 2006; Judy & Veselik, 2009; 
Mayhem, 2000; Packham, 2011; Ceramidas & Parker, 2010). Organisational data are 
dependent on voluntary reporting by staff, yet there is a significant problem with under-
reporting of incidents due to the lack of clarity about what is a reportable incident, follow-
up procedure or organisational culture. Aggression may be viewed by staff as just being 
part of the job, further contributing to under-reporting (Child & Mentes, 2010; Ventura-
Madangeng & Wilson, 2009). However, unit managers have oversight of all the incidents 
within their services and are responsible for incident investigations. Therefore, it was 
appropriate to contact unit managers (nurse managers and service managers) as they are 
the most appropriate representatives for staff; and have an understanding of the level of 
aggression within their workplaces. Moreover, unit managers have an up to date 
understanding of the processes, training and support available for staff within their 
services. The unit managers worked within mental health and older people’s health settings 
in DHBs, NGOs and Aged care facilities and individually managed a team of 
approximately 50 staff members. For these reasons, unit managers were chosen as the 




It is well known that aggression is under-reported within healthcare, as mentioned 
previously (Duxbury & Whittington, 2005; Baby, Carlyle & Glue, 2014). Survey research 
may be the most reliable method of estimating the extent of aggression in healthcare 
settings, despite the likely limitations of recall bias and response bias. Hence, a cross-
sectional survey design was adopted. 
 
The researcher accessed organisational websites (including Platform, New Zealand 
Disability Support Network, and New Zealand Aged Care Association) to obtain the 
sampling frame and then verified this with the Ministry of Health New Zealand database to 
ensure that all potential organisations were included in the study. Initially, permission to 
conduct the survey within the organisation was sought from senior management. Then, an 
email detailing information about the survey was sent to all potential participant managers 
within organisations that had given permission to conduct the survey. A link to the survey 
was electronically mailed two weeks after the first email. To ensure a maximum response 
rate, a paper mail out of the survey was sent two weeks later to those who had not 
responded to the email (31%).  
 
Ethical approval for the survey was obtained from the University of Otago Human 
Research Ethics Committee (H14/073) and locality approval was obtained from Health 
Research South, Dunedin, as the primary site of study. The survey was conducted between 
July and December 2014. 
 
6.3.1 Measures 
The questionnaire included an on-line version of the Perception of Patient 
Aggression Scale-New Zealand (POPAS-NZ); 22 additional dichotomous questions on use 
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of safety measures, including panic buttons, personal alarms, security and police 
assistance, staff training, and support strategies; and two open-ended questions to capture 
any missed information regarding reasons for aggression and preventive measures. The 
POPAS-NZ is a brief outcome scale for measuring the perceived level of patient 
aggression. It is a modification of the POPAS (Perception of Prevalence of Aggression 
Scale) by Oud (2001). The modifications were to improve usability in the New Zealand 
context and add additional forms of violence exposure, especially stalking and litigation, 
which were known issues from previous surveys. The POPAS-NZ is a 12-item scale that 
includes verbal anger, verbal threat, humiliation, physical aggression, destructive 
behaviour, attempted assault, assault, injury, sexual harassment, sexual assault, stalking, 
and litigation. It uses a Likert scale measure scored from 0 through to 4 (0 = Never, 1 = 
rarely, 2 = Sometimes, 3 = Often, and 4 = Very Often). Scores are summed resulting in the 
lowest possible score of 0 and the highest of 48. The POPAS-NZ scale has high internal 
validity with Cronbach’s alpha of 0.923 (Swain et al., 2014). The internal reliability of the 
POPAS-NZ in the current study was 0.927.  
 
The first open-ended question asked about any specific areas/reasons associated 
with violence (increase or decrease) against staff by patients that managers could identify. 
The second open question aimed to capture any missed information on reasons for 
violence as perceived by managers.  
 
The questionnaire was taken to the “Staff Injury Prevention Group” for 
consultation and validation prior to the actual survey to comment on the usability of the 




6.3.2 Analysis plan 
Descriptive statistical analysis was conducted to make comparisons among 
workplaces, defined as DHB, aged care, and NGO. The chi-Squared test and Fisher’s exact 
test was utilised for univariate analyses. A one-way analysis of variance (ANOVA) was 
used to determine any significant differences between the means of three workplaces and 
confirmed with the Kruskal Wallis and Mann Whitney U test due to heterogeneity of 
variances. The p-value was significant at the 0.05 level for all tests unless otherwise 
specified.  
 
General Inductive Analysis (Braun & Clarke, 2006; Thomas, 2006; Elo & Kyngas, 
2008) of the open-ended questions was conducted to analyse perceived reasons for patient 
aggression against healthcare staff as reported by managers. Thematic analysis is the 
process of identifying patterns or themes within qualitative data. Braun and Clarke (2006) 
provide a six-phase guide which is a useful framework for conducting this kind of analysis. 
The first step in any qualitative analysis is reading and re-reading the transcripts. At this 
stage, it is useful to make notes and jot down early impressions. In step 2, data is organised 
in a meaningful and systematic way by generating initial codes. Adopting the inductive 
approach, we used line-by-line coding to code every single line. A theme is a pattern that 
captures something significant or interesting about the data and/or research question. As 
Braun and Clarke (2006) explain, there are no hard and fast rules about what makes a 
theme. A theme is characterised by its significance. In the third step, the codes from step 
two were examined and some of them clearly fitted together to form a theme. Themes 
should be coherent, and they should be distinct from each other. During phase four, themes 
are reviewed, modified and developed to ensure the preliminary themes make sense and 
ascertain whether the themes work in the context of the entire data set. Step 5 defining 
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themes involves the final refinement of the themes and the aim is to ‘...identify the 
‘essence’ of what each theme is about.’(Braun & Clarke, 2006, p.92). Step 6 involves the 
writing up of the findings. The qualitative data from the two open-ended questions were 
coded while reading and then headings were noted alongside the texts. These headings 
were then grouped to form subthemes with related headings forming the subthemes. The 




 One hundred and seventy-eight-unit managers were invited from 61 
organisations across New Zealand, and 141 completed the survey. The survey had a 
participant response rate of 79.21%, but a very low organisational response rate of 9.22%. 
The response rates per organisation type are 36.9% (52) from DHBs, 36.2% (51) from 
aged care, and 21.3% (30) from NGOs. Figure 6.1 outlines the recruitment process. Table 
6.1 shows the number of participants by organisation and type of patient population. 
 
6.4.2 Prevalence of aggression in the past month 
Table 6.2 shows the frequency of the various types of patient aggression reported 
by unit managers within their services. Verbal anger was the most commonly reported at 










Table 6.1: Participation by organisation and type of patient group 
Variables Number of participants by 
organisation/patient type 
Total participants   
141 
Workplace   
 DHB  
52 
 Aged Care  
51 
 NGO  
30 
Patient Group  
 Adult Mental Health   
58 
 Intellectual Disability  
36 
 Forensic  
12 
 Aged Care  
64 
 Youth  
17 
 Other  
20 
† There are some missing data; the total does not always add up to 141 and patient type 
exceeds total due to multiple responses. 









Table 6.2: Frequency distribution of participant’s perception of patient aggression in 
the past month  
Variables Never  Rarely/sometimes     Often/very often 
Verbal anger 4 63 67 
Verbal threat 17 84 34 
Humiliation 15 91 29 
Physical aggression 25 80 29 
Destructive behaviour 40 75 19 
Attempted assault 35 79 19 
Assault 44 71 19 
Injury 54 76 4 
Sexual Harassment 41 85 8 
Sexual Assault 69 63 2 
Stalking 87 45 1 
Litigation 58 72 4 
†-There are some missing data and the total does not always add up to total of 141 due to 






6.4.3 Violence by Workplace 
The total POPAS-NZ score across the three organisations had a median of 22 and 
standard deviation of 4.99 and is represented in Figure 6.2. Fisher’s exact test was 
conducted and reported as shown in Table 6.3. The POPAS-NZ measures the nature and 
frequency of 12 forms of aggression; the differences between workplaces were statistically 
significant for seven items of the 12 items. Verbal anger was reported as “often” by 52% 
of DHB managers, 68.3% of aged care managers, and 20.7% of NGO managers (p = 
0.001). Verbal threat (p = 0.05) was reported as “often” by 30% of DHB managers, 29.2% 
of aged care managers, and 6.9% of NGO managers. Similarly, results were evident with 
humiliation (p = 0.019) as reported by approximately 30% of DHB managers, 18.8% of 
aged care managers, and 6.9% of NGO managers. Attempted assault (p = 0.013), assault (p 
< 0.001), and injury (p = 0.003) were less often reported but were statistically significant. 
Percentages of 22.4% for DHB, 12.5% for aged care, and 3.6% for NGO managers 
reported attempted assaults within their services. Assaults were reported at 18.4% and 
20.8% by DHB and aged care managers, respectively. Aged care managers reported a 
higher rate of injury (34.5%) compared to DHBs (4.1%). Litigation, which is among the 
lower frequency events, was statistically significant (p = 0.033) though only 6.1% DHB 
managers and 2.1% aged care managers reported the same. 
 
A one-way ANOVA was conducted to compare the nature of violence between 
DHBs, aged care, and NGOs. The distribution was positively skewed with evidence of 
heterogeneity of variance with a Levene statistic (p = 0.039). The natural log was then 
analysed, which was more normally distributed but still with a significant Levene statistic 
(p = 0.018). Due to the heterogeneity of variances still evident, non-parametric testing was 
conducted. Post-hoc, Kruskal-Wallis test showed that there was a statistically significant 
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difference in POPAS-NZ score between the three workplaces, p = 0.001, with a mean rank 
of 96.24 for DHBs, 67.98 for aged care, and 39.55 for NGOs. Post-hoc testing was 
conducted using Mann-Whitney for pairwise comparison. Mann-Whitney results for DHBs 
and NGOs (p = 0.001) and aged care and NGOs (p < 0.001) were statistically significant 
after a Bonferroni Correction of 0.017. 
 
A post-hoc analysis of the difference between workplaces found a large effect size 
between DHB and NGO total POPAS-NZ scores (Cohen’s d = 0.88) but minimal 
difference between DHB and aged care scores (Cohen’s d = 0.08). Similarly, a large effect 
size of Cohen’s d = 0.91 was found between aged care and NGO total POPAS-NZ scores. 
 
Figure 6.2: Boxplot of POPAS-NZ score by workplace 
 
 
Total POPAS-NZ score range = 0 – 48; **28 = Outlier; *** Median for DHB & 
aged care = 22; Median for NGO = 19 
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Table 6.3: Association between POPAS-NZ variables and workplace 





Workplace P value 
DHB Aged Care NGO 




























































































































































6.4.4 Safety Measure by Workplace 
The researcher asked about safety measures: panic buttons, personal alarms, 
security assistance, and police assistance across the three workplaces using additional 
dichotomous questions. This data was analysed to assess the availability and accessibility 
of these measures to healthcare staff in case of violence and aggression (see Table 6.4). 
While 42 respondents from DHBs (80.8%) stated their staff had access to panic buttons to 
seek assistance in case of violence and aggression, only three (10.0%) NGO managers 
reported their staff having access to this safety measure. Similarly, 37 DHB managers 
(71.1%) reported that staff had access to personal alarms while only seven aged care 
managers (13.7%) and two NGO managers (6.7%) reported staff having access to personal 
alarms. The first line safety measure used by NGO staff is police assistance (80.8%). Chi-
squared testing showed the evidence of a statistically significant association between all 
four safety measures and the workplaces. Panic buttons (χ2 = 43.456, p < 0.001), personal 
alarms (χ2 = 41.779, p < 0.001), security assistance (χ2 = 18.012, p < 0.001), and police 
assistance (χ2 = 15.449, p < 0.001). 
 
Table 6.4: Frequency of use of safety measures by workplace 













DHB 42 (80.8) 
 
37 (71.1) 36 (69.2) 42 (80.8) 
Aged Care 28 (54.9) 
 
7 (13.7) 20 (39.2) 28 (54.9) 
NGO 3 (10.0) 
 




6.4.5 Training by workplace 
One hundred and sixteen respondents (93.5%) reported de-escalation training and 
117 respondents (94.7%) reported communication skills training being provided to staff 
within their organisations. A Fisher’s exact test showed no statistically significant 
association between training and workplaces: de-escalation (p = 0.106) and 
communication skills training (p = 0.889).  
 
6.4.6 Reason for violence 
Fifty-one managers reported an increase in violence in their workplaces. Sixty-
eight percent of managers agreed that the increase in violence was due to the increase in 
the number of violent events (χ2 = 83.727, p < 0.001) and 43.1% stated it was due to 
increased staff awareness and reporting of violence and aggression (χ2 = 21.083, p < 
0.001). 
 
6.4.7 Thematic analysis 
There was adequate response to perform a thematic content analysis from the two 
open-ended questions from 41 participants. General Inductive Analysis of the open-ended 
questions to identify the perceived reasons for patient aggression towards healthcare staff 
highlighted three themes. The three themes that emerged were: organisational factors, 




Figure 6.3: Reasons for aggression as perceived by respondents 




Organisational factors                     Patient Factors                                     Staff Factors 
                                                    
Environmental                       Mental illness and addictions                             Skill level 
Policies                                             Lifestyle                                               Staff attitude 
Finances                                          Behavioural                                          Staff turnover 
Training &Education                      Autonomy                                           Underreporting 
 
 
Theme 1: Organisational factors  
The organisational factors theme described the environmental, structural, and 
financial constraints, and influence on unsafe workplaces due to patient violence. Unit 
managers reported the need for appropriate training and education of healthcare staff to 
minimise aggression. All the respondents identified the structural and geographical 
environment as important causational factors for patient aggression. Increasing acuity of 
patients with inadequately designed units, minimal space for de-escalation and remote 
rural work areas with staff working in isolation increase the risk for violence. 
“Rural areas make large demands on staff with limited resources available which 
increases risk factors.” (R: 33) 
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Some managers viewed the influence of certain governmental and organisational 
policies and regulations as detrimental to the safety of staff working in healthcare settings. 
The managers described the Seclusion and Restraint Minimisation Policy and No Smoking 
Policy as triggers for increasing the level of patient aggression towards staff, especially in 
longer term settings like inpatient units. 
“The emphasis of reduction of seclusion and restraint without viable alternatives to 
manage patient violence increases the risk of violence.” (R: 133) 
“Non-smoking policy in government workplaces especially mental health inpatient 
areas is a trigger for patient violence.” (R: 5) 
 
The environmental issue in conjunction with the financial constraints within 
organisations in the planning and implementation of appropriate patient care was described 
as stressors in dealing with violence within healthcare environments.  
“Lack of funding for clients identified with violent behaviours to support them and 
the flexibility with supports that are required elevates the risk of violence.” (R: 97) 
 
The respondents also emphasised the need to work in a mutually respectful 
environment and adequate training as key factors to minimise anger and frustration; and 
prevent escalation into violent and aggressive incidents.   
“More training in communication is required- body language, facial expression, 
tone of voice - is needed. Health Care Assistant educations in self-preservation – to 




These subthemes suggest the need for more organisational participation by 
providing appropriate facilities and training to minimise violence against staff as per the 
needs of the service. 
 
Theme 2: Patient Factors 
The second theme reflected the static and dynamic patient factors related to and 
leading up to an assault. These include patient characteristics that cannot be changed with 
clinical intervention such as gender, age, and prior history. Other factors include variables 
in the patient’s presentation that can potentially be improved with clinical intervention.  
 
Every manager working in an aged care facility reported that residents suffering 
from dementia where the most likely to assault staff.  
“The highest risk of violence against staff is from residents in our secure Dementia 
wing. Challenging behaviour can sometimes be difficult to diffuse.” (R: 56) 
 
Another risk factor reported by the respondents was the influence of drug and 
alcohol. 
“In the community over the last 12 months we have seen a significant increase in 
cases involving alcohol and drugs and this increases the risk of impulsive 
behaviours towards staff.” (R: 78) 
 
The behavioural component becomes complex when coupled with a lower 
intellectual quotient. The possible causes for challenging behaviours in people with an 
intellectual disability include attention seeking, frustration, to obtain objects from others, 
and co-morbid illnesses.  
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“For patients with ID it is lack of impulse control, inability to manage anger 
appropriately and frustration which are the common triggers for violence.” (R: 
121) 
 
Perceived loss of self-control and autonomy were other identified factors for 
aggression against staff.  
 “When the people we support feel that the control of their life is taken away from 
them, this can present as violent.” (R: 93) 
 
Although numerous factors were suggested as potential precipitants leading up to 
an assault, managers linked aggression to learned challenging behaviours or mental illness. 
 
Theme 3: Staff factors 
The staff factors identified as triggers for patient violence included skill and 
experience, staff attitude, staff turnover, and under-reporting of aggression. Overconfident 
staff and a punitive approach by staff serve as triggers to escalate a situation. 
“Lack of empathy/compassion from staff, staff thinking that they know best (better 
than the client), punitive behaviours/treatment by staff, staff denying reasonable 
requests by patients so they can do less work can serve as possible triggers to 
violence and aggression.” (R: 82) 
 
 Most respondents agreed that the experience around assaults becomes refined with 
expertise and experience in the area of practice by identification of early warning signs, 
building a strong therapeutic relationship, and early intervention. 
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“New graduates lack clinical experience to assess triggers and warning signs to 
provide early intervention.” (R: 69) 
“Number and mix of patients on the unit at any given time and the experience 
levels of staff working at any given time influence the violent situation.” (R: 15) 
 
Healthcare workers have the right to be safe from any form of violence. Yet, staff 
still view violence as part of the job and is therefore being under-reported. 
 
 “I think that the levels of aggression are under-reported with people seeing 
violence as part of their job, especially verbal aggression.”(R: 27) 
 
This summary of the personal attitude of healthcare staff on workplace violence 
has highlighted that there is always a chance that those working in the healthcare sector 
could experience violence from patients. This does not imply that violence is to be 
accepted as part of the job, rather, that it needs to be reported irrespective of the intensity 
of violence.     
 
6.5 Discussion 
Violence by patients against healthcare staff is present in healthcare settings (Hills 
& Joyce, 2013; Swain et al., 2014). Verbal threats and harassment are the most common 
forms of aggression with physical assaults, litigation, and stalking being less common 
(Swain et al., 2014). The number of incidents is increasing and the severity of the incidents 
causes profound traumatic effects on the victims (Jacobowitz, 2013; Hahn et al., 2012). 
Most of the studies on healthcare violence focus on hospital-based settings, especially 
mental health and emergency settings where violence is most reported (Swain et al., 2014; 
Hahn et al., 2012; Franz et al., 2010). The total number of reported assaults by patients on 
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mental health staff in hospital settings in New Zealand for 2010–2012 was 4,821 (Burns, 
2014). These figures were collected from individual DHBs. They are not collated by the 
New Zealand Ministry of Health. The Accident Compensation Corporation (ACC) 
statistics for work injury within the healthcare and social assistance sector across all areas 
between 2009 and 2016 show an increase from 11,919 injuries in 2009 to 14,271 in 2016 
as reported on 31st August 2017 (Stats NZ, 2017). This is also reflected in the specific 
injury claims within the sector: 8,892 claims for soft tissue injury and 63 for concussions 
in 2009, increasing to 10,584 and 99 for soft tissue injury and concussions respectively in 
2016, thus highlighting the magnitude of the problem within the healthcare sector in New 
Zealand (Stats NZ, 2017).  
 
The survey had good participant response as evidenced by the response rate of 
79.21% from among the 178 participants who were sent the survey for completion. 
However, the low organisational participation rate of 9.22% is to be considered and this 
may have occurred due to the sensitive nature of the topic being surveyed and the 
concurrent media coverage of the high prevalence of aggression within healthcare settings 
in NZ. The respondents are an appropriate subset of the sampling frame with 
approximately 40% from DHBs, which is inclusive of the biggest DHBs per population 
and area coverage, 40% from aged care, and 20% from NGOs, which are relatively few 
compared to DHBs and aged care facilities. This reinforces one of the strengths of the 
survey. 
 
The findings outline the perceptions of aggression and violence faced by healthcare 
staff as reported by unit managers. The use of perceived level of violence as a self-report 
measure as reasonable psychometric properties is consistent with previous local and 
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international work. The findings of this study highlight the increased perception of 
violence faced by community support workers in NGOs and caregivers in aged care 
facilities related to the increasing number of patients with dementia, challenging 
behaviours, and alcohol and drug issues (Gillespie, Gates, Miller & Howard, 2010; Franz 
et al., 2010; Swain et al., 2014; Gale et al., 2002). This finding is higher than findings of a 
previous study by Gale et al. (2002), which reported high levels of patient aggression 
within hospital and community settings. These may be due to the rates reported by 
managers representing their service in contrast to previous surveys that reported individual 
experiences.  
 
DHBs cater for acutely unwell patients and those who cannot be managed safely in 
the community, while NGOs manage a lesser level of disability and acuity. As a local 
clinician, the researcher is aware of the nature and acuity of the patients assessed and 
treated in DHBs, aged care, and NGO settings. Although this was not considered in the 
design of the survey, the large effect sizes in the perception of patient aggression between 
DHBs and NGOs, and similarly between aged care and NGOs reiterates the higher level of 
aggression faced by staff within DHBs and aged care. 
 
The results indicate that not all safety and preventive measures are available in all 
workplaces. These results match those observed in the earlier study by Gale et al. (2002), 
which reported that preventive measures were not universal. The present study highlights 
the difference between the availability of safety measures such as panic buttons and 





The qualitative findings reflect those of previous studies that have examined the 
risk factors of healthcare workers who are at the forefront of patient aggression. The 
reasons for aggression include organisational factors, patient factors, and staff factors 
(Chappell & Di Martino, 2006; Gillespie et al., 2010; Camerino, Estryn-Behar, Conway, 
van Der Heijden, & Hasselhorn, 2008; Spector, Zhou, & Che, 2014). Frustration and anger 
arising out of illness and pain, older-age problems such as dementia, some psychiatric 
disorders, and intoxication with alcohol and substance abuse affect behaviour and make 
patients/residents verbally or physically violent (Stone, McMillan, Hazelton, & Clayton, 
2011; Spector et al., 2014; Duxbury & Whittington, 2005). Inadequacies in the 
environment where care activities are performed or in the way these are organised, 
insufficient training and interpersonal skills of staff providing services to this population, 
and a general climate of stress and insecurity at the workplace all contribute substantially 
to an increase in the level of workplace violence (Stone et al., 2011; Gale et al., 2009; 
Gillespie et al., 2010). Hereby, workplace violence becomes an inevitable part of the job of 
healthcare workers in contact with people in distress (Chappell & Di Martino, 2006; 
Winstanley &Whittington, 2004; Finnema, Dassen, & Halfens, 2006).  
 
The present study raises the possibility that appropriate training for staff is a viable 
measure to minimise patient violence. Most managers who responded stated that providing 
appropriate training for staff would help minimise the problem of aggression. Here arises 
the question as to what intervention works best to minimise and prevent violence against 





There are some limitations with this survey. This survey is conducted within New 
Zealand, where the day to day care of people with disabilities is increasingly shifting away 
from management in hospital settings to NGOs providing care in community settings. In 
many other countries, this may remain under hospital or nursing direction and delegation. 
The use of a cross-sectional survey design allows only for analysis of associations and 
therefore cannot imply causation. Another limitation is the small number of organisations 
who consented (61) for their managers to participate despite a large sample frame of 661 
organisations. This highlights the sensitivity of the topic being researched and the 
researchers would like to comment that this was possibly due to the media coverage of the 
topic of violence within healthcare in New Zealand at the time the survey was conducted. 
While, thematic analysis is a relatively straight-forward form of qualitative analysis, there 
are several things which can result in a poor analysis limiting the rigour. These include 
failure to actually analyse the data; using of the data collection questions as the “themes” 
that are reported, weak or unconvincing analysis; where the themes do not appear to work, 
where there is too much overlap between themes; or where the themes are not internally 
coherent and consistent; and mismatch between the data and the analytic claims. These 
limitations need to be considered when interpreting the qualitative findings. 
 
6.7 Conclusion 
This chapter presents the results of a nation-wide, unit-based survey of all the 
healthcare providers inclusive of DHBs, aged care facilities, and NGOs in New Zealand. 
The study set out to determine the nature of violence experienced by healthcare staff, 
safety and prevention measures, and training available to minimise violence. The results 
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show high rates of aggression towards healthcare staff. There are also efforts being made 




Development of It’s All About Communication and Mindfulness Training 
Programmes 
 
7.1 Chapter Overview 
This chapter describes the development and content of the intervention condition 
It’s All About Communication and control condition Mindfulness training for the RCT.  
These training programmes constitute four sessions and group-based training using 
scripted video examples. Within the context of the training programmes, patients are 
referred to as clients. The term client will be used while describing the structure and 
content of both the intervention and control training packages in this chapter.  
 
 7.2 It’s All About Communication: Intervention package 
7.2.1 Background 
Gale, Hannah, Swain, Gray, Coverdale and Oud (2009) reported the distress 
experienced by community support workers from patient aggression and the need for 
appropriate interventions to help healthcare support workers cope with aggression. 
Another survey of medical students by Mackay, Hannah and Gale (2009) reiterated the 
association between hurried, non-confident and anxious communication style to an 
increase risk in assaults from patients. The problem of aggression and violence faced by 
community support healthcare workers is worsened with restrictions in safety measures 
such as personal alarms, panic buttons, immediate access to qualified healthcare 
professionals and crisis management teams and having to work in isolation at times (Gale 
et al., 2009). Gale et al. (2009) suggested the development and delivery of basic 
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communication skills training as a suitable intervention to reduce healthcare support 
workers experiences of patient aggression.  
 
Healthcare workers training is recommended as an essential part of any 
comprehensive approach for preventing and managing workplace violence, yet there is a 
paucity of scientific evidence on the effectiveness of such interventions (Muralidharan & 
Fenton, 2012; Campbell et al., 2014; Swain & Gale, 2014). To address this need, Swain 
and Gale developed a training package called It’s All About Communication, which is a 
group-based, fully scripted and structured intervention that introduces the basics of 
communication skills and uses videos to provide examples of clinical scenarios (Swain & 
Gale, 2014) as briefed in Table 7.1. 
 
The researcher was not directly involved in the development of the It’s All About 
Communication training programme. The researcher’s involvement began from initial 
discussions to conduct a randomised controlled trial of the communication skills training 
programme after the open label trial showed positive results. The researcher was involved 
in all the stages of choosing the control condition, starting with the initial proposal of de-
escalation training, discussion with local, national and international experts in the field, 
and finalising the choice of mindfulness training as the active control condition. The 
researcher also worked alongside a psychology postgraduate who helped in the 
development of the mindfulness training.  
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Table 7.1: Outline of It’s All About Communication and Mindfulness Training 
Session It’s All About Communication Mindfulness 
1 Communication Techniques 
 Icebreaker 
 Non-Verbal cues 
 Verbal cues 
 Body language 
 Mirroring 
What is mindfulness? The basics of 
mindfulness practice 
 Icebreaker exercise  
 Basics of mindfulness  
 5 minutes of breathing 
 meditation and discussion  
 Take five mindfulness activity 
 Gratitude exercise  
2 Working in groups  
 Managing discomfort 
 Group dynamics 
 Open and closed 
questions 
 Empathy 
 Setting agendas 
Mindfulness in your daily routine  
 Refresher mindfulness video  
 Mindfulness for working with 
difficulties  
 Mindfulness in your daily 
routine   
 Mindful chocolate eating 
 Gratitude exercise  
3 Difficult Situations 
 Control and structure 
 Working in pairs 
 Difficult situations 
 Worries and concerns 
Mindful Body Scan and Mindful 
Colouring  
 Refresh mindfulness concepts  
 Body scan exercise  
 Mindful colouring  
 Gratitude exercise  
4 When to move on  
 What to do when things go 
wrong 
 When communication breaks 
down 
 Taking care of ourselves 
Complete Mindfulness and Mindful 
Walking 
 Revise mindfulness concepts  
 Mindful walking  
 Walking meditation  
 Gratitude exercise  
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7.2.2 Components of It’s All About Communication 
It’s All About Communication is a four-session training package designed to teach 
some of the most essential communication skills. The sessions are structured from basic to 
complex. It involves pairwise and group discussions for each of the components. The 
content of the communication skills package is derived from skills listed in the Calgary-
Cambridge Model of Communication teaching and learning in medicine (Silverman, Kurtz 
& Draper, 2013) and is based on experience teaching communication skills to medical 
students, previous research and clinical expertise. Videoed examples were enacted by 
professional actors and these videos were based on true clinical situations, de-identified, 
and modified to ensure privacy. The four sessions included communication techniques, 
working in groups, difficult situations, and when to move on (Table 7.1). To assist 
facilitators delivering the training in the same manner, a structured facilitator’s guide and a 
participant guide was also developed (Swain & Gale, 2014).  
  
7.2.2.1 Session 1: Communication techniques 
The first session focuses on how to analyse the basics of communication. The 
session starts with an ice breaker to set the scene for the training session. The ice breaker 
involves asking participants to cut a piece of paper as per the instructions of the facilitator 
and compare all the patterns. This is to show how we all perceive and interpret things 
differently. The first section is Understanding how our words are received: Non-verbal. 
The way we communicate, and act can make things better or worse depending on our 
actions and people’s unrealistic expectations of us. When situations get difficult, our 
communication style is an important way of managing the other person’s emotions, as well 
as our own. This is when we need to be able to read the non-verbal behaviours of clients 
and be mindful of the non-verbal behaviours we are displaying. This component is 
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reiterated by asking participants to discuss with their neighbour and then facilitate a wider 
group discussion on examples of non-verbal behaviour.  
 
Understanding how our words are received: Verbal is the next section. This begins 
by asking participants about the qualities of verbal communication including pitch, rate, 
volume, rhythm, silence, pauses, and tone. A 15 second video of three different tones is 
played twice and participants are asked to identify the tone in each clip and write in their 
workbooks. Then this is discussed as a group. This video is an example of the effect tone 
can have on an interchange. 
 
The next section is about Our body language which includes posture, proximity, 
touch, body movements, facial expressions and eye contact. Participants are asked to write 
down a few examples of body language and then contribute their ideas. This is followed by 
a video example of the impact of non-verbal communication. The scenario in the video 
shows a support worker (older male) sitting and talking with a client. The video is played 
twice. The first time the participants make notes on the body language of the support 
worker; the second time the facilitator states the observations, which include leaning 
forward, active listening, good eye contact, appropriate facial expression, and seating 
position. This is followed by group discussion. 
 
The next section is Showing empathy through a process called mirroring.  
Participants are asked to discuss among themselves how they develop rapport. Empathy is 
about identifying an emotion and its source; and being able to reciprocate it in a clear 
manner. Rapport is a component of empathy and at times can be gained by mirroring. 
122 
 
Mirroring is a technique of being like the other person. If there are aspects of 
communication that you do not want to mirror, then be careful not to focus on it. 
 
The importance of body language and empathy along with verbal and non-verbal 
communication, are discussed at the end of the first session in a scenario that is displayed 
on video. The scenario is a female client seeing her counsellor after being told the 
counsellor would talk about a letter the client had written. The counsellor does not know 
this. The participants are asked to observe the body languages of both the client and 
counsellor. A general discussion of the body languages, mirroring and other possible 
situations where mirroring would not be appropriate are discussed. The next video shows a 
female support worker talking to an upset client. Participants are asked to write down 
things the support worker does to get the client to talk. This is followed by a general 
discussion on words, tone, body language and empathy.   
 
The last video in this session shows a young male client admitted to the ward the 
previous night and waiting to see the consultant psychiatrist the next day. Participants are 
asked to focus on the non-verbal behaviour. During the discussion the implications of 
professionalism, team identity, respect, and approachability are discussed. The session 
finishes with a summary of all the essential aspects of good communication. 
 
7.2.2.2 Session 2: Working in groups 
The second session of the communications skills training focuses on how to 
manage discomfort within a team, group dynamics, use of open and closed questions, 
empathy and setting an agenda. All these sections include visual examples of scenarios on 




The first section is Managing discomfort in a team. The video shows a team 
manager (female), team member (younger male), and an education officer (older male). As 
participants watch the video, they are asked to focus on who is uncomfortable, how we 
recognise they are uncomfortable, and how the situation was handled; and this is then 
discussed as a group. The next video is focused on Group dynamics. The scenario is of a 
team member (young male), team manager (female), and unwell client (older male). This 
video shows the difference in approaches of the two team members.  
 
The second section focuses on use of Open and closed questions. One of the ways 
to communicate effectively is the use of open and closed questions. This section is related 
back to the previous video to reiterate the nature of the questions used by both team 
members. The implications of open and closed questions are discussed. The last section, 
Empathy and setting an agenda highlights the importance of empathy and the need to set 
an agenda to let the other person know what you would like to achieve. This is reinforced 
by a video which shows a psychiatrist introduce himself to a client in two different ways. 
The group discussion focuses on the nature of the introductions, how the agenda was set, 
and empathy. This session finishes with a summary of the aspects of working as a group. 
 
7.2.2.3 Session 3: Difficult situations 
The third session focuses on suggestions to improve communication like control 
and structure, working in pairs, difficult situations, and worries and concerns as members 
of a team. This session requires the participants to work in pairs and then have larger group 
discussions, along with examples from work that are displayed using the videos. The 
rationale behind initially working in pairs before group discussions is to give participants a 
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feeling of the reality of working with someone who may have different opinions to 
themselves.    
 
The section Control and Structure focuses on some of the problems that can arise 
from supporting people who live in their own homes. Participants are asked to work in 
pairs and list the things that they can control in another person’s house, followed by group 
discussion. This is followed by a video of a support worker arriving at a client’s house to 
take him to a hospital appointment that he is reluctant to go to. Participants are asked to 
focus on the way the support worker maintains control and structure.   
 
The next section, Working in pairs and difficult situations, highlights the need for 
team work. This involves discussing situations where participants deem it important to 
work in pairs or as a team. This is reiterated in a scenario (video-taped) of how two nurses 
deal with a client with an eating disorder who presents as challenging. The final section on 
Worries and Concerns begins with a video clip of the two nurses who nurse the eating 
disorder client. Participants are asked to consider the interchange in this video and identify 
worries and concerns from the discussion of the nurses in the given scenario. The session 
ends with a general discussion of team work and working through difficult situations. 
 
7.2.2.4 Session 4: When to move on  
The final session consists of three sections. This includes what to do when things 
go wrong, when communication breaks down, and taking care of ourselves. The sections 
are supported by reality-based scenarios displayed using the videos. Alongside with the 
teaching, discussion, and videos, participants work in their workbooks as well. The When 
things go wrong section highlights the possibility of things not always going as planned 
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with patients due to mental health issues, physical problems, intellectual disability, and 
other unforeseen circumstances. These serve as triggers for vulnerable patients and they 
can present as frustrated, angry and aggressive. A video example shows how a community 
psychiatrist interacts with a female client who is diabetic and has been referred for 
assessment following medication non-compliance and erratic eating habits. Participants are 
asked to focus on how the psychiatrist manages the situation. This is followed by a 
continuation video of the interview between the diabetic patient and the psychiatrist where 
the focus is on the psychiatrist’s approach. 
 
In the When communication breaks down section, participants are asked to identify 
what went wrong in the scenario of an intellectually disabled client who wrecks the 
meeting area and is then visited by the ID (Intellectually Disability) crisis clinician and the 
support worker. In the last section, Taking care of ourselves, the facilitator asks 
participants to discuss ways they cope with stress at work, including healthy and unhealthy 
choices. The session ends with a 10-minute time out and participants are asked to write 
down 10 things that they are grateful for in their lives and discuss them if they want.  
 
7.3 Mindfulness: Control Package 
7.3.1 Background 
Stress leads to burnout, decreased job satisfaction, disrupted relationships, 
decreased patient satisfaction, and reduced concentration. It can impinge on decision-
making skills, diminish healthcare workers’ abilities to communicate effectively, convey 
empathy and establish meaningful therapeutic relationships with patients (Needham et al., 
2005; Duxbury & Whittington, 2005). It is essential that healthcare workers find 
productive ways to cope with their stress so that care can be delivered in a meaningful, 
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empathetic manner without serving as triggers to patient aggression (Irving, Dobkin & 
Park, 2009; Mackenzie, Poulin & Carlson, 2006). Mindfulness has a long history and has 
been used in clinical practice to help people deal with difficult emotions, work in groups, 
and communicate better (Bazarko, Cate, Azocar, & Kreitzer, 2013; Kabat-Zinn, 2003; 
Shapiro, Astin, Bishop, & Cordova, 2005). It was thought that this would form a logical 
control condition for the It’s All About Communication trial but was not intended to 
improve communication, as was detailed in Chapter 5. 
 
7.3.2 Components of mindfulness training 
Mindfulness training was also group-based and multimedia-based over four 
sessions. The content in each of the four modules was drawn from suggested mindfulness 
explanations and exercises from mindfulness programmes developed by Kabat-Zinn 
(2003), Segal, Williams and Teasdale (2002), Shapiro et al., (2005), and Harris (2009); and 
through discussion with mindfulness practitioners. The videos for the control condition 
were adapted under the guidance of one of the authors (NS) from an already existing 
training module – Online Mindfulness Course for Pain (Leov, 2015). The four sessions 
included: What is mindfulness? The basics of mindfulness practice, mindfulness in your 
daily routine, mindful body scan and mindful colouring, and complete mindfulness and 
mindful walking (Table 7.1). While the modules cover the general idea of mindfulness, 
they have been designed with specific focus on teaching participants how to use 
mindfulness to cope with stress. Each session was around 50 minutes in duration 
(including introduction and debrief) as this is considered a manageable amount of time and 
is in line with the intervention package. The content of the course was reviewed by a 





All the mindfulness techniques such as the body scan, mindful breathing, etc. used 
in this training are widely accepted and used by mindfulness practitioners to develop 
mindfulness (Kabat-Zin, 1990; Segal et al., 2002; Sadler-Smith & Shefy, 2007). No 
current research exists concerning what specific mindfulness techniques are more effective 
or better for increasing mindfulness. However, it was reasoned that presenting a range of 
different mindfulness techniques gave participants exposure to a variety of techniques to 
cultivate mindfulness. Table 7.1 outlines the mindfulness activities in the control 
condition. 
 
Each session begins with an introduction to the session followed by guided audio 
that participants follow along to, then they finish with debrief information explaining the 
task they had just completed. This is accompanied by video clips of a person’s experience 
with mindfulness in managing stress and dealing with aggression, and a take home task. 
The take home task will provide the participants with ways to further integrate the 
concepts of mindfulness into their daily personal and working lives. Throughout the 
training, participants will be encouraged to partake in daily practice of mindfulness 
techniques that have been taught with the message: “one minute of mindfulness is better 
than none”. However, it is entirely at the discretion of the participants as to how much they 
practice, and this was not formally evaluated.  
 
The first session begins with an introduction to the key concepts of mindfulness 
practice and why it is relevant. The introductory parts for sessions two, three and four 
serve to reinforce the mindfulness concepts discussed in earlier sessions and provide new 
ways of understanding mindfulness. The discussion sections give further explanation to the 
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mindfulness activity that has just been completed. All the sessions end with a take home 
activity and gratitude exercise. 
 
7.3.2.1 Session 1: What is mindfulness? The basics of mindfulness practice 
The session, What is mindfulness? The basics of mindfulness practice, introduces 
the concepts of mindfulness practice while completing exercises to help participants 
become more mindful in daily life. The session consists of watching videos, discussing 
mindfulness techniques and guided mindfulness activities. This session begins with an 
icebreaker exercise similar to the icebreaker exercise in the communication skills training. 
All the participants are given a piece of A4 paper and a pair of scissors and asked to follow 
instructions by the facilitator without asking questions or talking among themselves until 
the end of the exercise. The exercise involves folding and cutting the paper as per 
instructions. Then patterns are compared and will vary from participant to participant and 
this illustrates how individuals have different perspectives and interpretations of the 
instructions. 
 
The mindfulness session begins with a brief discussion about mindfulness to gauge 
the participants’ initial understanding of mindfulness. The discussion involves enquiring if 
any of the participants have previously participated in mindfulness or meditation practices 
and what their experiences were. The knowledge of non-users is also assessed. This is 
followed by a short-animated video, Why Mindfulness meditation, to outline what 
mindfulness is and why it is beneficial to practice it. It is then acknowledged that some 
people are naturally mindful, however with increasing stressors and pressures of everyday 




The first mindfulness exercise is 5 minutes of guided breathing meditation. The 
participants are asked to be seated comfortably and to follow instructions of the facilitator. 
This audio is by Dr Diana Winston, who is the head of the UCLA Mindfulness Awareness 
Centre, in California. The familiar challenges of guided breathing, which include 
distraction, inability to focus on their breath, boredom, and going to sleep are discussed 
with reassurance to participants that these are common while trying to practice 
mindfulness exercises. The next video is played for 2.20 minutes and elaborates why 
mindfulness is important, and why breathing is used as a starting point for mindfulness 
practices to centre and focus on oneself. 
 
Take five is a useful activity that is used to help participants focus and bring their 
attention back to the present moment. Take five is guided meditation where the facilitator 
guides the participants through a series of breathing techniques with deep, slow breaths. 
Then the focus is on one thing that the participant notices in the environment: the colour, 
size, shape, and how the light bounces off it. Next, the focus shifts to something the 
participant can hear, then feel, and ends with deep, slow breaths again. The take five 
exercises are a task that can be used anywhere at any time to help ground oneself and bring 
the attention back to the present moment with the use of one’s senses. 
 
The first session of mindfulness concludes with a discussion on the benefits of 
regular mindfulness practice rather than engaging every now and again, and a group 
discussion on ways that would help them remember to practice mindfulness daily. The 
final exercise as per the layout of the programme is a gratitude exercise where participants 
are asked to list three things that they are grateful for in the workbooks and to share them 
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with the group if they want. This is to help participants focus on the positive aspects of life 
and bring the attention to what is good around them. 
 
7.3.2.2 Session 2: Mindfulness in your daily routine 
The second session begins with a refresher mindfulness video to re-introduce the 
central mindfulness concepts. The first guided exercise in this session is called 
Mindfulness for working with difficulties. The exercise can be done where the participant is 
seated in a comfortable position following the instructions in the audio. This is followed 
by a debrief video before moving to the next activity. 
 
The next section is Mindfulness in your daily routine. Mindfulness isn’t restricted 
to sitting meditations. There are other activities where you can practice being mindful. One 
way to cultivate mindfulness is to try to do one activity in your daily routine mindfully. 
Participants are asked to choose one activity they do daily like making a cup of tea, 
sweeping the floor, putting makeup on, or even doing the washing. Once they have chosen 
an activity, they must discuss with their neighbour how they would go about that task 
mindfully. What would they use to bring their attention to the present moment? What 
techniques could they use to hold their focus in the present moment? Once participants 
have had sufficient time to discuss this with their neighbour, a wider group discussion is 
held. Examples of things to be aware of while practicing a task mindfully are what 
movements your body is making, where your arms are, what your legs are doing, what 
sensations you can feel, what noises the task makes, what you can hear, and paying 
attention to the details of what you are doing. For example, if the task selected is making a 
cup of tea, notice the sensation of the tea cup, is it rough or smooth. What does it smell 
like? Can you feel the hot steam from the tea? Focus one’s attention on the act of making 
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the tea (or whatever exercise is chosen). What sound does the water make when you pour 
it into the cup? Participants are encouraged to do this exercise everyday with one of the 
activities from their daily routine and are reminded that wandering attention is normal, 
especially when you are new to mindfulness. 
 
The next exercise is Mindful chocolate eating. The participants are asked to follow 
the instructions and focus on the moment even if all sorts of thoughts and feelings arise. 
The facilitator gives step by step instructions of how to eat a piece of chocolate. After the 
mindful chocolate eating, a group discussion of mindful meals is facilitated. The final 
exercise is a gratitude exercise. 
  
7.3.2.3 Session 3: Mindful body scan and mindful colouring 
The Mindful body scan and mindful colouring session begins with an introduction 
to mindfulness to refresh the previous sessions. Meditation isn’t about having an empty 
mind. It is instead about being accepting and open to any thoughts you might have. Being 
at ease with your mind is another way to describe the mindfulness approach. Participants 
are asked to think of a time where they have not been mindful. This can happen to us all 
the time. Perhaps when they returned home from work and could not remember the drive 
home or which way they came. This is being on autopilot or mindlessness; we get caught 
up in other thoughts or feelings and don’t pay attention to the present moment. Participants 
are asked to discuss with their neighbour a time where they can remember being on 
autopilot or not paying attention to what they were doing in the present moment. The 
facilitator then jots down examples provided by the group on the whiteboard and discusses 
how we can all find ourselves on autopilot at times. Mindfulness can help focus on the 
present and not get caught up in stresses of the past or future.  
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The next exercise is Body scan, which is a technique used to reconnect with one’s 
body and any sensations or feelings one might have. The body scan can be done in the 
seated position; however some people find it comfortable to lie on the floor. Participants 
are instructed to get in a position they feel comfortable with and a guided audio by Dr Lisa 
Rombardo is played. Once the audio is completed and participants are back in their seats, 
group discussion on how they felt is facilitated. This leads to a discussion on Mindfulness 
and sleep. Sometimes stress and anxiety can make sleep difficult. One can find oneself 
getting caught up in thoughts, finding it hard to shut off and go to sleep. The mindfulness 
body scan can be helpful for stopping you getting caught up in your thoughts and allowing 
your body to sleep.  
 
The last exercise in this session is Mindful colouring. A range of activities can be 
used to cultivate mindfulness. One activity that is proving popular is mindful colouring. 
Colouring in patterns can be a way to focus your attention to the present moment. The 
repetitive motion of colouring can make it easier to focus your attention and individuals 
report it helping to cultivate inner peace. The participants’ workbooks have a series of 
patterns to colour in. Participants are given coloured pencils to fill in the patterns in any 
way they choose, using any colour combination. The focus of attention is simply on 
colouring in the pattern. They are asked not to compare their colouring to others, and not 
feel pressurised to create a masterpiece. Mindful colouring is just about paying attention to 
the colouring exercise. The session ends with a gratitude exercise and recap of the 




7.3.2.4 Session 4: Complete mindfulness and mindful walking 
Complete mindfulness and mindful walking is the last session and begins with a 
revision of mindfulness concepts discussed in the previous three sessions. This session 
includes complete meditation, mindful walking, and a gratitude exercise. Complete 
meditation is the longest guided meditation in the training and runs for 17 minutes. 
Participants are encouraged to follow the audio in the position most comfortable for them. 
This is followed by a group discussion of how the participants felt during the meditation, 
and the degree of difficulty and struggle to stay focussed throughout the meditation.   
 
The mindful walking can be done within the confines of a room or outdoors. This 
will be around 10–15 minutes and done at a slow pace. When all the participants are ready 
at the selected location for the walk, the facilitator guides them step by step through the 
exercise. The mindful walking begins by taking deep breaths, then walking while noticing 
their feet pressing down into the ground and their weight on the ground. Participants are 
also asked to notice the different muscles contract and relax as they walk, and to expand 
their awareness to the surroundings. Here they use their senses to interact with the 
environment, which includes what they can see, hear, smell, and feel. Participants are 
instructed to stop at any time they feel pain or are uncomfortable and to slowly refocus on 
the walking motion. It is also acknowledged that attention will wander, and the idea is to 
refocus on the present moment. On return from the walk, a debrief video is played and 
then the session ends with a gratitude exercise. Participants are also made aware of the 





This chapter on the development of the intervention and control training packages 
has discussed the background to the development of these training programmes. Both the 
intervention and control training programmes are group-based, facilitated training with 
fully scripted facilitators, participant guides, and video-based examples. The contents of 
each of the four sessions in the communication skills and mindfulness training are detailed 
with adequate rationale where necessary. The next chapters detail the randomised 
controlled trial of both training programmes. Chapter 8 outlines the methodology of the 
randomised controlled trial of It’s All About Communication versus Mindfulness, Chapter 
9 reports the results of the RCT, Chapter 10 discusses the findings of the RCT, and 




Methodology for the Randomised Controlled Trial 
 
8.1 Chapter Overview 
This chapter provides details of the research design and methods for a randomised 
controlled trial (RCT) that followed the previously reported cross-sectional survey 
(Chapter 6). The ethical considerations, study participants, recruitment strategies, data 
collection procedures, and data analysis plan are discussed. Additionally, the measures 
utilised and the randomisation procedure used in this trial are explained. This chapter is 
reported in accordance to the 2010 CONSORT guidelines for reporting cluster randomised 
controlled trials (Campbell, Piaggio, Elbourne & Altman, 2012). 
 
8.2 Aim and Hypotheses 
The primary aim of the cluster RCT was to evaluate the effectiveness of a brief 
interactive, multimedia, It’s All About Communication, group-based training programme 
for healthcare support workers in decreasing the perception of patient perpetrated 
aggression against an active control condition of mindfulness. The secondary aims were to 
measure the effect on psychological well-being, level of distress, and interpersonal 
communication competence among healthcare support workers following the training.  
 
Hereby, the hypothesis was that healthcare support workers who participate in the 
communication skills training intervention will report a decrease in patient aggression, 
distress, have improved psychological well-being, and interpersonal communication 
competence: 1) compared with the participants who participated in the mindfulness 





The research design for the RCT was a clustered design conducted among 
unregistered healthcare support workers working with people with mental illness, 
intellectual disability and challenging behaviours in the Otago, Southland, and Auckland 
regions of New Zealand. The findings from this trial were evaluated to determine 
differences in mean outcome scores between the intervention and control groups 
comparing the baseline to the six-month follow-up; and the group × time interaction 
effects at four-time points, to include before and immediately after the training, and at the 
three- and six-month follow-ups. 
 
8.4 Ethical Considerations  
Prior to conducting the RCT, all required approvals were obtained. Ethical 
approval was obtained from the Southern Health and Disability Ethics Committee 
(Southern HDEC) (Appendix 2.1) and two amendment approvals were also obtained 
during the conduct of the study due to alterations in the intervention format (Appendices 
2.2 & 2.3). Locality approval was gained from Health Research South, Dunedin, which 
was the primary site of the study (Appendix 2.4). Māori Research Consultation was also 
conducted to account for the inclusion of Māori participants and specific cultural 
considerations of research in New Zealand (Appendix 2.5). The trial was registered in the 
WHO International Clinical Trials Registry under the Australian and New Zealand Clinical 
Trials Registry (ANZCTR) with registration number ACTRN12614000735651. An 
adverse event log was not required because the intervention was educational in nature and 




In addition, organisational permission in a written form was sought from senior 
management of every participating organisation before approaching potential participants 
(Appendix 2.6). All participants involved in the study were informed of the aim and 
conduct of the study prior to commencement both by the senior management and research 
team members. They were given an information sheet (Appendix 2.7). After all queries 
were clarified, an informed consent form was signed by all the participants before 
randomisation (Appendix 2.8). All participants were informed that they would receive 
either one of the training with no preference as per randomisation and they could withdraw 
at any stage of the study with no impact on their work. The use of all the data gathered 
until their withdrawal, loss to follow-up, or completion of the study and secure storage of 
all identifiable information were highlighted.  
 
8.5 Study Design 
Results from well conducted RCTs are the most reliable research sources for 
informing practice about the effectiveness of interventions and best answers questions of 
effectiveness of evidence-based practice (White, 2013). A cluster randomised, active 
controlled, single-blinded design was chosen for this study to compare and evaluate the 
effect of It’s All About Communication intervention for healthcare support workers. 
Mindfulness was chosen as the active control condition. To ensure the estimated effect of 
the training was not biased by confounding factors, randomisation was undertaken 
(Kirkwood & Sterne, 2007). To appropriately answer the research questions, given the 
group-based nature of the interventions, cluster randomisation was chosen.  
 
To minimise bias, one of two facilitators provided the training across all the sites. 
Both facilitators had no clinical background. One facilitator had a background in health 
138 
 
psychology while the second facilitator had a background in higher education. To assist 
facilitators to deliver the training in the same manner, a structured facilitator’s guide and a 
participant guide was also developed. The researcher also met with the facilitators and 
outlined the details of the study and clarified any queries. The different groups for training 
were allocated to the facilitators as per their availability. Blinding was judiciously applied 
wherever pragmatically possible, resulting in a single blinded trial. This included 
evaluator-blinding to group allocation when scoring and analysing outcome data. As it was 
not possible to blind the participants to what training they received and the possibility of 
participants from the same workplace being randomised to different clusters, a single 
blinded approach was adopted.  
 
Participants were recruited using stratified sampling from the mental health 
services of DHBs and NGOs across the Otago, Southland and Auckland regions of New 
Zealand. The two strata for recruitment were at the organisational level and clusters within 
the organisations. The participants within each organisation were identified as clusters for 
this study. Once a maximum of nine participants were recruited from any one organisation, 
they were classified as one cluster. If more participants volunteered from within the same 
organisation, they were clustered as a second cluster in order of recruitment. Further 
details of the randomisation procedure are available in Section 8.10. The researcher led the 
participant recruitment, data collection, data analysis and write up of results for publication 
under the active guidance of supervisors in all stages of the study. Intervention fidelity 
were not formally investigated.  
 
The data for the study were collected using questionnaires at four-time points: 
baseline, post-intervention, three months, and six months following the intervention. 
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Details of the measures used for data collection are outlined in the Section 8.6 and 8.11 of 
this chapter. All participants completed the baseline assessments. The first questionnaire 
included demographic data, Perception of Patient Aggression Scale-New Zealand 
(POPAS-NZ), Kessler Psychological Distress Scale (K 10), Impact of Events Scale-
Revised (IES-R) and Interpersonal Communication Competence Scale (ICCS). The same 
measures apart from the demographic profile were administered following all four sessions 
of training, at the three-month, and six-month follow-ups. Table 8.1 summarises the 
training and data collection procedure. All the data were collected on paper and then 
electronically recorded by the researcher. The questionnaires were coded and de-identified 
for confidentiality and the codes were used for each follow-up. All participants in the 
intervention and control groups were followed up similarly and given the same 
questionnaires with the only difference being the training provided.  
 














Intervention X It’s all about 
Communication 
X X X 
Control X Mindfulness X X X 




8.6 Outcome Measures 
The four outcome measures used within the trial were the Perception of Patient 
Aggression Scale-New Zealand (POPAS-NZ), Kessler Psychological Distress Scale (K10), 
The Impact of Events Scale-Revised (IES-R) and Interpersonal Communication 
Competence Scale (ICCS). Copyright permission was sought and obtained for all the 
measures used in this study (Appendices: 3.3, 3.4 & 3.5).   
 
8.6.1 Demographic profile 
For this trial, it was necessary to collect demographic information from the 
participants so that the study sample could be adequately described, and the success of 
randomisation verified (See Appendix 2.10). The demographic section gathered 
information about the gender, ethnicity, age, working hours, educational qualifications, 
specific aggression management and communication skills training, ethnicity and nature of 
the patient group the participants worked with.  
 
8.6.2 Perception of Patient Aggression Scale-New Zealand (POPAS-NZ) 
The primary aim of the study was the implementation and evaluation of an 
intervention to minimise/reduce the experience of patient aggression. Since the aim was to 
measure the impact of an intervention on the perception of aggression, POPAS-NZ was 
chosen as the primary outcome measure. The primary endpoint was change in the 
perception of patient aggression from the baseline to the six-month follow-up measured 
using the Perception of Patient Aggression Scale-New Zealand (POPAS-NZ). The 
POPAS-NZ is a brief outcome scale for measuring the perceived level of patient 
aggression. It is a modification of the POPAS (Perception of Prevalence of Aggression 
Scale) by Oud (2001) which is a rapid and easy method which is likely to produce 
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estimates rather than exact aggression frequencies. The modifications were to improve 
usability in New Zealand contexts and add additional forms of violence exposure, 
especially stalking and litigation, which were known issues from previous surveys.  
 
Within the context of the current study, the researcher attempted to interpret the 
perception of aggression experienced among healthcare workers adapting a pragmatic 
approach. This involves collecting data of the subjective experience of aggression using a 
validated quantitative measure of the POPAS-NZ. A simplified explanation of this concept 
is outlined. When a patient abuses a group of healthcare staff at work on any particular 
shift/day, no two members of staff will perceive the abuse at the same level or intensity, 
and this act of abuse is subject to personal interpretation by each individual member 
though the act of aggression is the same. 
 
The POPAS-NZ is a 12-item scale which includes verbal anger, verbal threat, 
humiliation, physical aggression, destructive behaviour, attempted assault, assault, injury, 
sexual harassment, sexual assault, stalking and litigation. Each of the items on the POPAS-
NZ includes a brief description of meaning of the term. It uses a Likert scale measure 
scored from 0 through to 4 (0 = Never, 1 = Rarely, 2 = Sometimes, 3 = Often and 4 = Very 
Often). Scores are summed resulting in the lowest possible score being 0 and highest being 
48, with lower scores relating to better outcomes. The POPAS-NZ scale has high internal 
validity with Cronbach’s alpha of 0.923 and good test retest reliability of 0.927 (Swain, 
Gale & Greenwood, 2014). The POPAS-NZ usually measures the perception of the 
aggression experienced in the previous year. It was modified to ask about perceived 




8.6.3 Kessler Psychological Distress Scale (K10) 
The Kessler Psychological Distress Scale (K10) is a measure of general mental 
wellness that can be used to estimate an individual’s level of psychological distress. The 
K10 was developed by Professor Kessler and Mroczek in 1992 and is used both in clinical 
settings and for research purposes (Kessler et al., 2003). The K10 scale involves 10 
questions about emotional states which include feeling tired, nervous, worthless, hopeless, 
restless and depressed; each with a five-level response range (Kessler et al., 2003). As 
identified in the secondary outcomes, the Kessler 10 was identified as a suitable measure 
of overall psychological well-being based on its use in the open label trial (Swain & Gale, 
2014) and its recorded usability for various purposes. The rationale for the choice of the 
Kessler 10 within the context of this study was the assumption that communication skills 
training will have a direct impact on decreasing the perception of aggression experienced, 
subsequently leading to an indirect enhancement/improvement of psychological well-being 
among healthcare workers. 
 
Each item in the scale is scored from 1 (none of the time) to 5 (all the time) and the 
scores are summed to provide a total K10 score. The lowest possible score is 10 and the 
highest possible score is 50. The relationship between the K10 scores and level of 
psychological distress is linear. Low scores indicate low levels of psychological distress 
and high scores indicate elevated levels of psychological distress.  
 
The 2000 Collaborative Health and Well-Being Survey was used to test the 
reliability of the K10. The ending kappa and weighted kappa scores ranged from 0.42 to 
0.74, indicating that the K10 is a moderately reliable instrument (Saunders & Daly, 2001). 
For the purposes of this study, the K10 is used as an outcome measure to measure effect of 
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training on psychological well-being; and scores between 10 and 15 are interpretive of 
better psychological wellness as opposed to distress. The scoring and level of 
psychological distress are as shown in Table 8.2. 
 
Table 8.2 Kessler 10 scoring and interpretation 
K10 Score Level of Psychological Distress 
10-15 Low level of psychological distress 
 
16-21 Moderate level of psychological distress 
 
22-29 High level of psychological distress 
 
30-50 Very high level of psychological distress 
 
8.6.4 The Impact of Events Scale-Revised (IES-R) 
The Impact of Events Scale-Revised (IES-R) was developed by Daniel Weiss and 
Charles Marmar in 1997 to reflect the DSM-IV criteria for Post-Traumatic Stress Disorder 
(PTSD). The IES-R is a short, self-report questionnaire consisting of 22 questions. The 
scale measures the subjective response to a specific traumatic event by measuring intrusion 
(intrusive thoughts, nightmares, intrusive feelings and imagery, dissociative-like re-
experiencing), avoidance (numbing of responsiveness, avoidance of feelings, situations 
and ideas), and hyperarousal (anger, irritability, hypervigilance, difficulty concentrating, 
heightened startle) (Weiss & Marmar, 1997). High scores have been correlated with 
clinically significant post-traumatic stress (Creamer, Bell & Failla, 2003). Exposure to 
patient aggression is a traumatic event and the response varies among individuals. As the 
IES-R is designed to explore the subjective experience of specific traumatic events, the 
measure was chosen to inform the distress levels precipitated by aggressive events and the 
impact of training on relieving distress among healthcare support workers. 
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The IES-R can be used with both healthy and unwell adults exposed to any specific 
traumatic event (Briere & Elliot, 1998). The main strengths of this revised measure are that 
it is short, quick and easy to administer and score, and may be used repeatedly to assess 
progress. It is intended to be used as a screening tool, not a diagnostic test (Weiss, 2007).  
Test-retest reliability (r = 0.89 to 0.94) and internal consistency (Cronbach’s α) for each 
subscale (intrusion = 0.87 to 0.94, avoidance = 0.84 to 0.97, hyperarousal = 0.79 to 0.91) 
are acceptable (Creamer et al., 2003). IES-R scale scores have also been found to have 
moderate to strong correlations with one another (r = 0.52 to 0.87) (Beck et al., 2008). 
 
The IES-R measures “symptom severity” with scores ranging from 0 through to 4 
(0 = not at all, 1 = a little bit, 2 = moderately, 3 = quite a bit, and 4 = extremely). The 
theoretical total score ranges from 0 to 88. A total score of 33 or over from a theoretical 
maximum of 88 signifies the likely presence of PTSD. The rationale for the choice of the 
IES-R within the context of this study was similar to the choice of the K10. It was assumed 
that the decreased perception of aggression as a result of the communication skills training 
would indirectly eliminate or decrease the level of distress experienced among the 
healthcare workers. Hence the choice of the IES-R as a secondary outcome measure. 
However, one limitation which is a possibility is a score of 0 being used to represent no 
experience of a traumatic event / not at all being affected by a traumatic event. 
Table 8.3 IES-R scoring and interpretation 
IES-R Score Interpretation 
24 or more PTSD is a clinical concern. Those with scores this high who 
do not have full PTSD will have partial PTSD or at least 
some of the symptoms 
33 and above This represents the best cut off for a probable diagnosis of 
PTSD 
37 or more This is high enough to suppress your immune system’s 




8.6.5 Interpersonal Communication Competence Scale (ICCS) 
Interpersonal communication competence is an impression or judgement formed 
about a person’s ability to manage interpersonal relationships in communication settings. 
Although there are several instruments available to measure interpersonal communication 
competence, most instruments focus on only few sub-constructs such as empathy, 
assertiveness, or social anxiety (Rubin & Martin, 1994; Cupach & Spitzberg, 1983; Ang, 
Swain & Gale, 2013). A review of communication measures by Ang, Swain and Gale 
(2013) recommended the Interpersonal Communication Competence Scale (ICCS) (Rubin 
& Martin, 1994) for interventional studies aimed to improve communication skills. The 
ICCS reports greater content validity than other measures and taps the various facets of 
interpersonal communication competence (Ang, Swain & Gale, 2013). It can be used in 
interpersonal communication training for global self-assessment of skills and as a measure 
of intervention effectiveness. It is for these reasons that the ICCS has been chosen as the 
most appropriate instrument to measure communications skills in this study. 
 
The ICCS is a brief, self-report measure of 10 ICC skills which include self-
disclosure, empathy, social relaxation, assertiveness, interaction management, 
altercentrism, expressiveness, supportiveness, immediacy, and environmental control 
(Rubin & Martin, 1994). The ICCS is a 30-item scale with three items under each of the 10 
subscales. Each of the items are scored as 5 = almost always, 4 = often, 3 = sometimes, 2 = 
seldom, and 1 = almost never. The scores range from 30 to 150 with higher scores 
indicating positive results. The 30-item ICCS has an overall alpha of 0.86 showing internal 
reliability and strong concurrent validity (Rubin & Martin, 1994; Cupach & Spitzberg, 
1983). This scale was strongly related to cognitive and communication flexibility and 
146 
 
suitable for measuring communication skills among healthcare workers (Ang, Swain & 
Gale, 2013). 
 
In summary, the choice of outcomes as per the aim of the study is based on the 
hypothesis that the implementation of a training intervention of communication skills will 
have an impact on the perception of aggression among healthcare support workers, 
subsequently leading to an improvement in psychological well-being and distress levels as 
a consequence of enhanced interpersonal communication and relationship. The 
interrelationship between the outcome measures is outlined in Figure 8.1. 
 








Table 8.4 summarises measures used to collect data and the independent and 
dependent study variables within this study. Within this study, all the outcome measures 
used consist of a series of questions to measure specific outcomes. Hence, they are Likert 
scales and to properly analyse Likert data, descriptive statistics recommended for these 
scales include the mean for central tendency and standard deviations for variability. 
Additional data analysis procedures appropriate for these scale items would include the 
Pearson's r, t-test, ANOVA, and regression procedures (Jamieson, 2004; Carifio & Perla, 



















Table 8.4 Study Variables 
Questionnaire Variables Scale measurement 
 Independent variables  
Demographic 1. Gender 
2. Age (in years) 
3. Type of patients 
4. Hours of work per week 
5. Proportion of time spent 
with clients 
6. Health qualification 
7. Aggression management 
training 
















 Dependent variables  
Perception of Patient 
Aggression Scale- New 
Zealand (POPAS-NZ) 
 
12 items: 5-point Likert 
scale to measure the 
perception of patient 
aggression over the last 
month 
Range of scores: 0 - 48 
 
Ordinal/continuous 
Kessler 10 (K10) 10 items: 5-point Likert 
scale to measure the level of 
distress in the last month 
Range of scores: 10 - 50 
 
Ordinal/continuous 
Impact of Events Scale- 
Revised (IES-R) 
 
22 items: 5-point Likert 
scale to assess the impact of 
difficult events on self over 
the past week 





Competence Scale (ICCS) 
 
30 items:10 subscales (3 
items per subscale) 5-point 
Likert measure of personal 
reflection of communication 
competence in the last 
month 







The participants were healthcare support workers working in mental health services 
of a District Health Board (DHB) and Non-Governmental Organisations (NGOs) from 14 
organisations across the Otago, Southland, and Auckland regions of New Zealand. 
Participants were limited to unregistered healthcare support workers as the training was 
developed at a basic level to introduce the principles and techniques of good 
communication skills while working with patients with aggressive and challenging 
behaviours. Registered healthcare professionals with current registration and working in 
professional roles were not included as communication skills is part of basic professional 
training, as outlined by the governing professional boards. In the context of this RCT, 
unregistered healthcare support workers are described as workers with no formal, 
recognised healthcare qualification in New Zealand as assessed by New Zealand 
Qualifications Authority (NZQA) and no current registration with a professional board like 
the New Zealand Nursing Council. 
 
8.8.1 Inclusion/exclusion criteria 
Inclusion criteria for selecting the participants were as follows: 
1. Must be a healthcare support worker working for an NGO or DHB;  
2. Aged 18 years and above; 
3. Must be fluent in English; 
4. Able to provide informed consent; 
5. Have no formal, New Zealand recognised healthcare training which includes 





Exclusion criteria included: 
1. Personal caregivers or family members who assume the role of primary caregivers 
(e.g., anyone unpaid); 
2. Registered healthcare professionals (e.g., OTs, social workers, psychologists, 
nurses, physiotherapists, and speech and language therapists) with recognised New 
Zealand or equivalent qualifications and active professional registration. 
 
8.8.2 Sample size  
The nature of the study involves a complex sampling method in that the researcher 
was recruiting from groups within an organisation for group-based intervention. The unit 
of randomisation is the cluster, and thus cluster randomisation was needed and this 
affected the power calculations. 
 
To provide 80% power to detect differences of 0.5 SD between the two arms of the 
study at follow-up (i.e., moderate effect sizes) for the primary continuous outcome 
(POPAS-NZ), using two-sided tests at the 0.05 level and assuming a correlation between 
baseline and follow-up values of r = 0.5 or higher, the researcher needed the equivalent of 
48 participants in each arm with full data. As this would involve participants nested within 
groups (mean of 8.5 participants per group) and nested within organisations (mean of 20 
participants per organisation), assuming ICCs of 0.05 and 0.01 for these respectively, 
producing design effects of 1.375 and 1.19, this resulted in a final sample size of 79 per 
group. To allow for approximately 20% loss to follow-up, 100 participants were to be 




8.9 Recruitment Procedures 
After organisational consent was obtained, some managers volunteered to recruit 
from within their services as their staff worked in different locations spread across the 
region. These managers informed the researcher of the number of participants and set dates 
and times of training. For the remaining recruitment process, the researcher (MB) attended 
team meetings and recruited from within their services. The researcher outlined the 
purpose of the study and addressed any questions from the potential participants either in 
person or through emails. Additionally, the researcher outlined what the study would 
involve for the participants and provided an overview of the participant information sheet 
(Appendix 2.7). The potential participants were also advised that participation in the study 
was voluntary and if they did not wish to participate, there would be no penalty and no 
impact on their current employment status. When managers recruited from within their 
workplaces, they distributed the information sheets and consent forms at area meetings and 
collected all the signed consent forms and informed the researcher of final number of 
participants. To ensure voluntary participation, the informed consent was checked prior to 
the commencement of training. The recruitment process for the study began in April 2015 
and carried on until the maximum number of participants could be recruited. A deadline of 
31st January 2016 was set to stop recruitment due to time constraints of the study being 
part of academic requirement of the primary researcher. The data collection period was 
between 1st July 2015 and 30th April 2016.  
 
8.10 Randomisation 
The basic benefits of randomisation are as follows: it eliminates selection bias, 
balances the groups with respect to many known and unknown confounding variables, and 
forms the basis for statistical tests. For this study, cluster randomisation was undertaken. In 
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cluster randomisation, groups of people, rather than individuals, are randomly allocated to 
the interventions under investigation. The “unit of allocation” in this randomisation is the 
group or cluster of individuals. The participants from the different organisations were 
clustered into groups and offered either the intervention package It’s All About 
Communication or the control Mindfulness package in order of randomisation. 
 
The clusters were randomised into condition (Communication skills or 
Mindfulness) using a list of computer-generated random numbers, held by an unrelated 
party as outlined in Appendix 3.6. For the 24 target groups, with DHB and NGO as the 
stratification factor, a randomisation schedule was generated. There were n = 24 
allocations per strata with codes “A” and “B” for the allocations. There were unequal 
block lengths used in the randomisation, which helps with allocation concealment. As 
there were separate randomisation sequences for both organisations to account for the 
stratification in the randomisation procedure, this ensured the equal possibility of 
allocation to both conditions at both organisational levels. Cluster randomisation occurred 
as the minimum number of participants per group were recruited within each organisation, 
or once maximum number of participants from the organisations had been recruited. For 
randomisation, intervention group was assigned the letter “A” and the control group with 
the letter “B”. The code was known only to the facilitators and complete analysis was 
conducted using the codes A and B. The code was broken only after final analysis while 
reporting results. 
 
8.11 Study Procedures 
Following the clustering of participants, the clusters were randomised to the 
intervention or control groups. After randomisation, dates and times of the training as 
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suitable for each organisation was finalised between the researcher, organisational 
managers and facilitators. Both training programmes were provided in a place identified by 
the managers within their respective workplaces. The facilitators then verified if all the 
participants had returned consent forms and the participants were provided baseline 
questionnaires to complete. Once completed, facilitators collected the questionnaires, 
discussed the outline of the training and then facilitated the training. The questionnaires 
were then returned to the researcher. Both intervention and control training packages were 
over four sessions and designed to teach essentials of communication skills or mindfulness 
(Chapter 7). The participants were provided with a participant workbook which they could 
keep after the completion of the training. Each session was approximately 50 to 60 minutes 
in duration and delivered over four consecutive weeks, apart from five groups where a 
modified combined version of two sessions per training over a fortnight was delivered due 
to logistics. A log of attendance to sessions by the participants was maintained along with 
reasons for absence if known. To encourage continued participation throughout the study, 
participants were sent frequent reminder emails throughout the study. 
 
On completion of the delivery of training, all participants were asked to complete 
the post-test questionnaires immediately after training. Participants were also asked to 
complete the same questionnaires at three months and six months post-training. All the 
data collection was coordinated by the researcher who sent out questionnaires to the 
participants at the specified timeframes with enclosed self-addressed envelopes for return 
of questionnaires. Additionally, reasons for loss to follow-up were collected from 




8.12 Data Entry, Verification and Coding 
A data coding strategy was developed prior to data collection. The strategy 
provided descriptions of each variable and response codes and instructions for missing 
data. For standardised measures like the POPAS-NZ, K10, IES-R and ICCS, the approved 
scoring and interpretation instructions as provided by the scale developers were utilised. 
Information collected from questionnaires was entered into SPSS version 22.0.0 for 
Windows and stored on a password encrypted spreadsheet on an external hard drive. 
 
Before final analysis was undertaken, data entered were checked for outliers, 
missing values, duplicates, and consistency of variables by visually checking and running 
simple descriptive analyses. Any queries were clarified with the original paper entry before 
proceeding. Missing values were labelled as 99 within the database. 
 
8.13 Statistical Analysis Plan 
Data analysis was conducted once all follow-up was complete. There were no 
planned interim analyses. All statistical analysis was carried out with cluster as the unit of 
analysis on an intention-to-treat basis (Wright & Sim, 2003) using SPSS 22.0.0 for 
Windows. Initial exploratory analysis was conducted to examine the data using both 
numerical and graphical approaches. Descriptive data analysis was performed to examine 
distributions and simple relationships between different variables. To analyse the 
continuous variables, frequency distributions, mean (M) and standard deviation (SD) were 
used. To examine categorical or dichotomous variables, count and percentages were 




Data analyses were performed to determine the main effects of intervention and the 
interaction effects of group and time. A stepwise linear regression model was used to 
determine the predictors of change in the perception of patient aggression, psychological 
well-being, distress levels, and interpersonal communication competence. Huber–White 
robust standard errors were calculated to account for the multiple comparisons and 
clustering of data. The primary dependent variable was the POPAS-NZ at the six-month 
follow-up, and the independent variables were the baseline POPAS-NZ, condition and 
previous training. Similar regression analyses were conducted for the secondary dependent 
variables of Kessler 10, IES-R and ICCS.  
 
To detect interaction effects between the group and time, a mixed ANOVA design 
was used with dependent measure POPAS-NZ as the main outcome; the K10, IES-R and 
ICCS as the secondary outcomes; the group (Communication skill training or Mindfulness 
training) as the between-subjects independent variable; and the time points (baseline, post, 
three-month and six-month follow-ups) as the within-subjects independent variable. For 
pairwise time comparisons, Bonferroni’s test was used. The magnitude of the effect was 
measured with partial eta-square (η2). Effect sizes with 95% confidence intervals (CIs) 
were calculated and significance was set at 0.05 based on Cohen’s f2 measure. The Cohen's 
f2 measure effect size for multiple regression is defined as the following: Cohen’s f2 of 
effect size = R2/ (1-R2); where R2 is the squared multiple correlation and is interpreted 
as 0.02 = small, 0.15 = medium, 0.35 = large (Cohen, 1988). 
 
There was 47.25% missing data in the study at the six-month follow-up. The 
multiple imputation (MI) method was adopted to handle missing data in the outcome 
measures at the different time points. In each round of imputation, the missing outcome 
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score for each of the four outcome measures were imputed by the imputation regression 
method. A sensitivity analysis was performed to determine the robustness of the results by 
examining the extent to which results were affected by changes in analysis techniques 
based on the intention-to-treat principle. A complete case (CC) analysis was also 
performed where only those participants who had complete data were included in the final 
analyses which accounted for 74 participants (58.26%). The researcher then compared 
results from two the different approaches in evaluating and confirming the effect of 
training in reducing the experience of patient aggression and on the secondary outcomes. 
 
A total of 127 participants were randomised into the intervention and control 
groups in order of recruitment. Twelve participants did not complete the baseline 
questionnaires, intervention, and follow-up due to various personal and professional 
reasons. Although the groups were randomly assigned and were assumed to be equivalent, 
the homogeneity of the groups was examined to ascertain the effectiveness of the 
randomisation. It was also important to compare and determine imbalances in baseline 
characteristics of the participants in both groups due to adopting the cluster randomisation 
approach. This informed if there was the need to perform adjustments in the final analyses 
for the difference in baseline characteristics. 
 
8.13.1 Reporting conventions 
Statistical significance is the likelihood that a relationship between two or more 
variables is caused by something other than random chance. Clinical significance has little 
to do with statistics and is a matter of judgment. Clinical significance often depends on the 
magnitude of the effect being studied. It answers the question "Is the difference between 
groups large enough to be worth achieving?" Statistical significance was set at the 
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conventional 5% level (p< 0.05) for all analyses unless otherwise specified. Effect sizes 
were presented as mean group differences, with their 95% confidence intervals, but p-
values will also be reported for completeness. All p-values were reported to three decimal 
places; p-values less than 0.001 were reported as “< 0.001”. The mean, standard deviation, 
and any other statistics other than quartiles, were reported to one decimal place greater 
than the original data. Estimated parameters, not on the same scale as raw observations 
(e.g. regression coefficients) will be reported to three decimal places. 
 
8.14 Threats to Validity 
Potential threats to the internal validity of this study were addressed by the study 
design. The cluster randomisation procedure was used to limit the possibility of differences 
between the intervention and control groups, thus reducing bias because of confounding 
factors. Because of randomisation, any differences in group characteristics occurred by 
chance and these are explained in the results chapter. 
 
8.14.1 Selection bias and allocation concealment  
This is described in detail in Section 8.5: Study Design. 
 
8.14.2 Threat to data contamination 
The potential for contamination was limited by the cluster randomisation approach 
with reference to primary workplace rather than individual randomisation. However, due 
to some workplaces having two clusters and the potential to receive either of the 





8.14.3 Investigator bias 
Investigator bias may have been possible as the researcher obtained the consent 
directly from approximately 31 participants. This was addressed by strictly adhering to the 
study protocols and design, blinding of the investigator, supervision by expert supervisors 
and a biostatistician and utilisation of facilitators to provide the training, thus allowing for 
an unbiased analysis. 
 
8.15 Conclusion 
This chapter provided the details of the methods used for the conduction of the 
randomised controlled trial. It outlined the study design and methodology, participant 
inclusion/exclusion criteria, recruitment and study procedures, and the randomisation 
process. Additionally, the outcomes measures utilised were explained along with the data 
analysis plan. All criteria for conduction and reporting of cluster randomised trials as 
outlined by CONSORT guidelines for reporting cluster randomised trials were considered 
in the development and conduction of the trial. The next chapter, Chapter 9, presents the 




Results of an RCT to Evaluate Communication Skills Training on the 
Experience of Patient Aggression 
  
9.1 Chapter overview 
This chapter presents the results of the cluster randomised controlled trial which 
are presented in seven sections. The study sample and setting, along with the flow of 
participants through the study are detailed in Section 9.2. Socio-demographic 
characteristics of participants in the intervention and control groups at baseline and 
preliminary analysis of the data is set out in Section 9.3. In Section 9.4, a descriptive 
analysis of the characteristics of completers and non-completers is described. A sensitivity 
analysis to assess the robustness of the findings based on Complete Case analysis and 
Multiple Imputation analysis of data in this RCT is briefly discussed in Section 9.5. The 
analyses of within-group and between-group differences on the perception of patient 
aggression, psychological well-being, level of distress and interpersonal communication 
competence are presented in Section 9.6. An overall discussion of the results is presented 
in Section 9.7. 
 
9.2 Study Sample and Setting 
One hundred and twenty-seven unregistered healthcare support workers consented 
to participate and were randomised for the study. Among the 127 participants, 12 
participants who were randomised to the condition were unable to complete baseline 
questionnaires and did not attend the training sessions for reasons that included personal 
and professional commitments. A total of 115 participants, which represents a total 
160 
 
response rate of (90.6%) attended the training and completed the questionnaires at baseline 
(T1).  
 
At post-training follow-up (T2), 12 and 11 participants were lost to follow-up in the 
intervention and control groups respectively. Following these withdrawals/losses to 
follow-up, a total of 92 participants contributed to the data at T2. Further loss of five 
participants in the intervention and seven participants in the control groups occurred at the 
three-month follow-up leaving a total of 80 participants (n = 39 in group A, and n = 41 in 
group B) at T3. Final numbers at T4 included 34 participants for the intervention group and 
33 participants for the control group. In summary, because of attrition, the sample size of 
127 at randomisation, decreased to 115 (90.6%) at baseline, 92 (72.4%) at T2, 80 (63.0%) 
at T3 and 67 (52.8%) at T4. Despite attempts to ensure attendance at training and 
completion of questionnaires, for several reasons which include work commitments, 
change of job status and personal reasons, a degree of attrition occurred. The flow of 
participants through the study and analyses is shown in Figure 9.1: CONSORT 2010 Flow 



































Assessed for eligibility (n = 25) 
(Workplaces) 
Excluded (n = 11) 
   Not meeting inclusion criteria (n = 2) 
   Declined to participate (n = 7) 
   Other reasons (n =2) 
Completed questionnaire (n = 44) 





Allocated to intervention A: 9 clusters (n = 
64) 
 Received allocated intervention (n = 56) 
 Did not receive allocated intervention (n 
= 8) 
 On leave (n = 2) 
 Unknown (n = 6) 
Completed questionnaire (n = 48) 
Lost to follow-up (n = 11) 
Allocated to control B: 8 clusters (n = 63)  
 Received allocated intervention (n = 
59) 
 Did not receive allocated intervention 
(n = 4) 
 Shift work (n = 2) 
 Unknown (n = 2) 
Allocation 
Follow-up-Post 
Randomised workplaces (n = 14) 
Randomised clusters (n = 17) 





Completed questionnaire (n = 39) 




Completed questionnaire (n = 41) 
Lost to follow-up (n = 18) 
Completed questionnaire (n = 34) 
Lost to follow-up (n = 22) 
 On leave (n = 4) 
 Left the job (n = 5) 
 Unknown (n =13) 
Completed questionnaire (n = 33) 
Lost to follow-up (n = 26) 
 On leave (n = 3) 
 Left the job (n = 7) 
 Unknown (n = 16) 
 
 
*Completer is described as a participant who completed questionnaires at all time points to include baseline, post-
training, 3-month follow-up and 6-month follow-up. **Non-completer is described as a participant who did not 
complete questionnaires at one or more time points to include baseline, post-training, 3-month follow-up and 6-
month follow-up. 
Completer vs Non-completer 










9.3 Baseline Comparisons of Intervention and Control Group Participant 
Characteristics 
Following randomisation, there were nine clusters with 64 participants randomised 
to the intervention group, and eight clusters with 63 participants in the control group. Four 
clusters were from a DHB and 13 clusters were from NGOs. The 64 participants 
randomised to the intervention group were not significantly different from the 63 
participants in the control group in terms of baseline characteristics of age, gender, region, 
workplace, client group, hours of work, proportion of time with clients, healthcare 
qualifications, and previous aggression management and communication skills trainings. 
Table 9.1 outlines the details of the baseline characteristics of both groups. 
 
An approximately equal number of participants were randomised into the 
intervention (n = 52) and control (n = 53) groups in the South Island. This was similar in 
the North Island though the numbers were comparatively smaller with n = 12 for the 
intervention group and n = 10 in the control group. Based on workplace, 103 participants 
were from NGOs (81.1%) while 24 participants worked in a DHB (18.9%).    
 
Most participants (78%) were female. Thirty-nine participants (30.7%) were aged 
between 45 - 54 years of age; and the next age group, 55–64 years of age, constituted 22% 
of the participants. Regarding ethnicity, 79 participants identified as New Zealand 
European (62.2%), 11 identified as Māori (8.7%), 9 as other European (7.1%), 6 identified 
as Filipino (4.7%), and the remaining identified as Chinese, Indian, Pacific Islander, South 





Table 9.1: Socio-demographic characteristics of participants in Communication 
Skills and Mindfulness training groups***  
Note: *= multiple responses possible for this item as some organisations have mixed client groups to include 
one or more of the choices. Only N reported, and the column total exceeds expected total. Reported as 
column percentage. ***Based on imputed data. 
Characteristic Communication 
Skills (n = 64) 
N (%) 
Mindfulness 
 (n = 63)  
N (%) 
Total 
(n = 127) 





                52(81.3) 
               12(18.8) 
 
          53(84.1) 
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Ninety-six participants (75.6%) worked alongside clients who had an intellectual 
disability and 83 (65.4%) participants worked with clients with mental health concerns. 
While 73 (57.5%) participants reported working with clients with physical disabilities, a 
smaller number of 25 participants (19.7%) reported working with older clients. Fifty-four 
participants were employed full time (42.5%) and they were working between 35 - 44 
hours per week. Eighty participants spent approximately between 81 - 100% of their time 
in direct client contact (63%). Approximately 80% of the participants stated that they were 
shift workers and worked at various locations.  
 
Most participants reported a certificate course in healthcare as their highest 
qualification (34.7%; n = 44) with the remainder having short training (31.5%; n = 40), a 
healthcare degree (7.8%; n = 10), and no formal training (26.0%; n = 33) as the highest 
healthcare qualifications achieved. The 10 participants with healthcare degrees were 
working as healthcare support workers and not in registered healthcare professional roles 
as their overseas qualifications were not recognised healthcare degrees as assessed by the 
NZQA and therefore had no active professional registration within New Zealand. This was 
the reason for inclusion of the data from these 10 participants in the analysis. 
 
Participants were asked if they had participated in any kind of previous aggression 
management training. Twenty-three participants (36.0%) in the intervention group and 32 
participants (50.8%) in the control group reported having attended previous aggression 
management training with no difference between the groups on this variable. A total of 79 
(62.2%) reported having attended previous communication skills training but the content 
of training is not available.   
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9.4 Comparison of Baseline Characteristics of Completers and Non-Completers  
To determine if differences existed among participants who completed the study 
and those who did not complete the study, a comparative analysis of the baseline 
characteristics of the participants was performed. A total of 127 were recruited and 12 did 
not complete the baseline questionnaire and did not attend the training.  A total of 74 
participants provided data at all time points and 53 participants had missing data. As 
shown in Table 9.2, there was a statistically significant difference between the completers 
and non-completers on previous aggression management training (p = 0.005) and 
communication skills training (p = 0.03). A comparison of mean baseline scores of 
primary and secondary outcome measures between participants who completed and those 

















Table 9.2: Comparison of baseline characteristics of completers and non-completers 
Note: * = N exceeds expected total column count due to multiple responses for the item; ** =Mean and SD of baseline scores not N 
(%); Categorical variables compared using Pearson’s Chi square χ2; p = <0.05; ¶ = Fisher’s Exact Test; Reported as column percentage. 
*** Based on complete case analysis data.                      
Characteristic  Completer 
(n = 74) 
N (%) 
Non- completer 
(n = 53) 
N (%) 
Total 








































































































































































































































9.5 Comparison of Complete Case and Multiple Imputation Regression Results 
Sensitivity analysis (SA) was performed to determine the robustness of the results 
by examining the extent to which results were affected by changes in analysis techniques 
based on the intention-to-treat principle. At first, the multiple imputation (MI) approach 
was utilised to handle missing data and an imputed analysis completed. Then a complete 
case (CC) analysis was performed where only those participants who had complete data 
were included in the final analyses, which accounted for 74 participants (58.3%).  
 
The researcher compared results from two the different analytical approaches in 
evaluating the effect of communication skills training in reducing the experience of patient 
aggression comparing the baseline to the six-month follow-up. The results showed that 
complete case (CC) and multiple imputation (MI) analyses estimated similar outcome 
measure changes over time and did not have a substantial impact in determining a 
difference in effect between communication skills and mindfulness interventions. From the 
baseline to the six-month follow-up, the difference in mean POPAS-NZ scores between 
communication skills and mindfulness intervention groups decreased for both complete 
case and multiple imputation analysis. For communication skills training compared to 
mindfulness, the mean difference in POPAS-NZ score was 0.82 (SD = 1.41) using CC 
analysis, and 0.34 (SD = 1.548) using MI. Similarly, for the secondary outcome measures 
of Kessler 10, IES-R and ICCS, the mean difference was -0.99 (SD = -0.52), -0.91 (SD = -
0.6), and -1.00 (SD = -3.548) for CC analysis for each of the measures respectively. Using 
the MI approach, the mean differences in the secondary outcomes were -0.58 (SD = 
0.446), -0.03(SD = 1.318), and 0.39 (SD = -1.999) for the Kessler 10, IES-R and ICCS 
respectively. Also, while CC and MI estimated a similar change in the mean ICCS scores, 
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MI showed a greater mean difference in scores compared to CC (Table 9.3). On this basis, 
imputed results are reported throughout the next section. 
 
9.6 Effectiveness of Interventions 
9.6.1 Primary outcome 
Using regression analysis, the change with time on the POPAS-NZ was significant 
and had a large effect size of Cohen’s f = 0.706 (see Table 9.4). The change was 
significant at all time points beyond the baseline (Table 9.5). This was confirmed using a 
mixed model analysis of variance (F = 12.282, df =3, p < .001). However, the between-
group differences were non-significant (F =.367, df = 1, p =.547), as shown in Table 9.6. 
This means that although the POPAS-NZ scores decreased over time there was no 
evidence that changes in the intervention group were different to the control group. 
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Table 9.3: Comparison of changes in outcome measures at the six-month follow-up on ITT basis: Complete case and multiple 
imputation analysis 
 








Complete case analysis 
 
Multiple imputation analysis 
Intervention Control Intervention 
effect and 
95% CI 













36 5.30(5.87) 0.320 
(-3.490 – 4.473) 












36 13.39(4.62) 0.474 
 (-2.057– 2.945) 










36 3.39(5.69) 0.392 
(-3.518 – 2.992) 






ICCS2 38 106.26(10.37) 
 
36 107.26(13.918) 0.287 
 (-3.938 – 
10.020) 
























































.662 .143 .130 .128 4.638 <.001 -3.938 10.020 
 
0.151 
* Standard Error adjusted for 17 clusters in group;  
**Cohen’s f2 is interpreted as 0.02= small, 0.15 = medium, 0.35 = large
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Table 9.5: Within-subjects time effects and pairwise time comparisons in the intervention and control groups for all outcomes 
Measure 
(Range) 









































































MS: Mean Score, SD: Standard Deviation, T1 - Baseline; T2 - Post intervention; T3 - 3 months follow-up; T4 - 6 months follow-up; * - Primary 







Table 9.6: Mixed Model ANOVA for main and secondary outcome measures 
Measures Time effect (within-subjects effects) Group effect (Between-subjects 
effects) 
Group x Time interaction effects 
df Mean 
square 
F (p) df Mean 
square 
F (p) df Mean 
square 
F (p) 
POPAS-NZ1 3 201.766 12.282 (p<.001) * 1 70.960 .367 (p=.547) 3 8.472 .516 (p=.672) 
Kessler 102 3 51.609 5.732 (p<.001) * 1 .009 .000 (p=.990) 3 11.685 1.298 (p=.277) 
IES-R2 3 198.197 5.958 (p<.001) * 1 .191 .001 (p=.972) 3 27.847 .837 (p=.475) 
ICCS2 3 81.560 1.406 (p=.243) 1 991.028 4.602 (p=.03) * 3 100.161 1.726 (p=.163) 
1 - Primary outcome; 2 - Secondary outcome; * p value significant at ≤ .05
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9.6.2 Secondary outcomes  
For the secondary outcomes, using a regression analysis, the change with time on 
the Kessler 10 was statistically significant, with a moderate effect size of Cohen’s f = 
0.317, as shown in Table 9.4. The change was significant at the six-month follow-up but 
not at other time points in comparison to the baseline (Table 9.5). This was confirmed 
using a mixed model analysis of variance (F = 5.732, df = 3, p < .001). However, the 
between-group differences were non-significant (F = .000, df = 1, p = .990), as shown in 
Table 9.6.  
 
Similarly, the IES-R score change with time was significant, but with a moderate 
effect size (Cohen’s f = 0.179), as shown in Table 9.4. The change over time within-groups 
was not significant immediately following training and at the three-month follow-up, but 
was significant at the six-month follow-up (Table 9.5). This was confirmed using a mixed 
model analysis of variance (F = 5.958, df = 3, p < .001). However, the between-group 
differences were non-significant (F = .001, df = 1, p = .972), as shown in Table 9.6. 
 
Using the ICCS to measure interpersonal communication competence, the change 
of scores with time appeared significant, with a moderate effect size of Cohen’s f = 0.15, 
as shown in Table 9.4. However, the pooled mixed model analysis did not show a 
statistically significant within-groups time effects change (F = 1.406, df = 3, p = .243) (see 
Table 9.6). Immediately after training, there was a statistically significant difference 
between conditions with the intervention group (communication skills) scoring lower on 
communication. It’s All About Communication (compared to Mindfulness) was associated 
with a lower score on interpersonal communication competence, F (1, 16) = 40.47, p = 
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0.004 between the baseline and post-intervention. This statistical significance was not 
observed at the three- and six-month follow-ups (Table 9.5).  
 
9.6.3 Group × Time interaction effects 
When the groups were examined for group × time interactions effects, no 
statistically significant effects were found for the primary and secondary outcome 
measures. However immediately after training, there was a statistically significant 
difference between conditions with the intervention group (communication skills) scoring 
lower on communication. It’s All About Communication (compared to Mindfulness) was 
associated with a negative change in interpersonal communication competence, F (1, 16) = 
40.47, p = 0.004 between the baseline and post-intervention. This was not observed at the 
three- and the six-month follow-ups (Table 9.5). This decrease in score at post training 
compared to baseline may possibly be due to participants in the intervention group having 
overestimated personal communication skills at baseline, and subsequently rating 
themselves lower post training. 
 
When examining the changes in the outcome measures, the within-subjects effects 
showed statistically significant differences for the POPAS-NZ (F (55, 3) = 12.282, p < 
.001, η2 = .303 (Table 9.6). The within-subjects differences were significant when 
comparing POPAS-NZ at T1 and T2 (p = .001), T1 and T3 (p = .001), and T1 and T4 (p < 
.001). The same proved true at T1 and T4 for the Kessler 10 (F (57, 3) = 5.732, p < .001, η
2 
= .232) and IES-R (F (55, 3) = 5.985, p < .001, η2 = .252) (Table 9.6).  
 
                                                                                                                                                           
175 
 
9.7 Conclusion  
This chapter presents the results of an RCT aimed at evaluating the effectiveness of 
the communication skills programme It’s All About Communication to decrease healthcare 
support workers’ experiences of patient aggression in comparison to the active control 
condition of Mindfulness. There were no differences in the baseline characteristics 
between the intervention and control groups. There was a statistically significant 
difference between the completers and non-completers where non-completers were less 
likely to have previous aggression management training and communication skills 
training. The results addressing all the questions of this study showed there was evidence 
of effectiveness of both intervention and control training within randomised groups at the 
six-month follow-up. However, there was no evidence of a statistically significant 
difference between the intervention and control groups. Thus, this supports our hypothesis 
that healthcare support workers who participated in the communication skills training 
intervention would report a decrease in patient aggression, distress, have improved 
psychological well-being, and interpersonal communication competence at the six-month 
follow-up compared to the baseline. However, the hypothesis that healthcare support 
workers who participated in the communication skills training intervention would show 
improvement in all outcome measures compared with the participants who participated in 
the mindfulness training was not supported. The discussion chapter (Chapter 10) explores 
the results from this chapter in more depth, as well as the strengths and limitations of the 
study. 






10.1 Chapter Overview 
This chapter discusses the findings of the cluster RCT. The effectiveness of the 
intervention along with the strengths and limitations of the study are described. 
 
10.2 RCT Study Findings  
A cluster RCT was conducted over a nine-month period across fourteen 
organisations in the Otago, Southland and South Auckland regions of New Zealand. The 
aim of the RCT was to evaluate the effect of a training intervention on communication 
skills, It’s All About Communication, for healthcare support workers to decrease the 
experience of patient aggression against a control condition of Mindfulness. The 
hypotheses of the study were that healthcare support workers who participated in the 
communication skills training intervention would report a decrease in patient aggression, 
distress, have improved psychological well-being, and interpersonal communication 
competence: 1) compared with the participants who participated in the mindfulness 
training and; 2) compared to the baseline.  
 
There have been no previous randomised controlled trials of training interventions 
to reduce patient aggression among unregistered healthcare support workers. One study 
that was identified was an RCT protocol with no conclusive results available to compare 
and critique (de Figueiredo et al., 2015). Previous studies have been mostly limited to 
samples of registered healthcare professionals within one organisation (Ak et al., 2011; 
Bowles et al., 2001; Jack et al., 2013; Carvalho et al., 2014; Ghazavi et al., 2010), 
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healthcare trainees (Webster, 2013; Saba et al., 2014), treatment as usual (TAU) for 
control condition (Saba et al., 2014; Ghazavi et al., 2010; Whittington & Wykes, 1996), or 
simply reported change over time without any control comparison at all (Ak et al., 2011, 
Bowles et al., 2001; Jack et al., 2013;  Carvalho et al., 2014;  Tierney et al., 2007; Swain & 
Gale, 2014). Only three studies were identified that were conducted in the community 
(Tierney et al., 2007; Smidt et al., 2007; Swain & Gale, 2014).  
 
Similarly, previous reviews (Fleischer et al., 2009; Chant et al., 2002b; Kruijver et 
al., 2000) highlighted the need for well-designed randomised controlled intervention 
studies with appropriate outcomes measures as the published research was mainly 
qualitative and uncontrolled. The researcher’s literature review prior to the conduct of the 
trial also confirmed this finding (Baby, Gale & Swain, 2018). Factors for a sound 
methodological approach to evaluating an intervention effectiveness like trial registration, 
commitments to main outcomes and analysis plan of results, randomisation, blinded 
analysis, an active control condition, outcome measures of proven validity and reliability 
do not appear to have been used in the previous studies in this field. Most studies relied 
upon official incident reports or forms that were only completed by staff once incidents 
had occurred, specifically developed questionnaires or thematic evaluation of interview 
content. Though there may be benefits of using these approaches to collect data, there is 
potential for bias as there never appears to be any missing data, and rates cannot be 
assessed. To address this gap, the current trial was developed to evaluate an intervention 
programme. Within this RCT, all the mentioned threats to validity were addressed and the 
use of validated outcomes measures like the POPAS-NZ, Kessler 10, IES-R and ICCS 
meant that missing data rates became visible and potential bias could be assessed. This 
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RCT thus represents improved rigour, scale and scope of research into interventional 
training in reducing patient aggression. 
 
The trial was a complex undertaking, requiring considerable planning and 
organisation. Completion was dependent on senior organisational consent for recruitment, 
the support and willingness of the healthcare support staff to engage in the training by 
attending one-hour weekly sessions over four weeks, and completion of questionnaires at 
all time points. Nevertheless, there was a 52.75% retention rate at the six-month follow-up, 
and both the trial intervention and control training programmes proved to be effective in 
reducing the experience of patient aggression. However, the pragmatic constraints that 
limited the number of available clusters and participants led to low statistical power. 
Although efforts were made to recruit a larger sample group, time constraints on 
recruitment meant that a smaller number of participants than anticipated finally agreed to 
participate. The researcher was not able to reach the fully powered sample size of at least 
79 participants per condition, as participant recruitment took more time than originally 
planned. Nine organisations that met the criteria for inclusion were reluctant to consent to 
their employees participating in the study due to the time factor involved and absence from 
work. In conclusion, the sample size achieved was smaller than planned and as a result the 
study was underpowered to detect small effects, thus increasing the risk of false negative 
results.   
 
There are some challenges that arise with the use of an active control condition. In 
this RCT, positive changes in the primary outcome measure occurred in both the 
intervention and control groups. First, this may represent a non-specific effect of 
participation, a beneficial change irrespective of the training provided. Second, this effect 
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could provide evidence that both interventions, communication skills training and 
mindfulness, help reduce patient aggression. Thirdly, the gain within the control group 
may have been a result of contamination of the control group participants by the 
intervention group participants within the same organisation. Nine out of the 14 
organisations had clusters randomised to both the intervention and control conditions. 
Participants were asked not to talk with each other about the training they received, 
however there were some healthcare support workers who worked across different settings 
within the same organisation, and this overlapping meant that staff could have had 
discussions leading to contamination. However, the direction of causality is open to 
question: improved psychological well-being and lowered distress among participants 
might have been the result of enhanced communication and interaction with patients. This 
may have indirectly led to a reduction in the number of incidents of aggression. Some 
previous research has indicated that this is more likely to be the case (Sprangers et al., 
2015; Ghazavi et al., 2010). Finally, it is possible that smaller outcomes differences 
between the intervention and control groups were not detected because the study was 
under powered statistically. 
 
Another potential reason for the positive outcomes observed with the control group 
may be the direct result of mindfulness training. There is a growing interest in the use of 
mindfulness training in reducing aggression among individuals with disabilities and in 
forensic practice (Singh, Wahler, Adkins & Myers, 2003; Singh et al., 2004; Singh et al., 
2006a; Singh et al., 2006b; Singh et al., 2007a; Singh et al., 2007b; Singh et al., 2007c; 
Chilvers, Thomas & Stanbury, 2011; Suarez, Lee, Rowe, Gomez, Murowchick & Linn, 
2014; Kelley & Lambert, 2012). As mindfulness involves non-judgemental attention to 
experiences in the present moment, it is conceptualised to help individual maintain 
                                                                                                                                                           
180 
 
attitudes such as openness, curiosity, patience and acceptance, while focusing their 
attention on a situation as it unfolds (Kabat-Zinn, 2003; Kabat-Zinn, 2005). Recognising a 
patient’s emotional distress requires cognitive strategies (e.g., mindfulness) and 
communicative strategies (e.g., active listening). Mindfulness practice could assist in the 
development of self-awareness and emotional regulation skills, which enables healthcare 
workers to be more open to different perspectives, and consequently, allows them to show 
more empathetic concern (Beckman et al., 2012; Beach et al., 2013; Long & Christian, 
2015). Along with the influence of mindfulness training on enhancing relationships and 
communication, mindfulness based interventions (MBIs) seem especially fitting for a 
patient aggression prevention intervention for healthcare workers because they help 
individuals develop skills that enable them to recognise and respond to stressors and stress 
reactions in more constructive ways (Stahl & Goldstein, 2010; Glomb, Duffy, Bono & 
Yang, 2011; Kabat-Zinn 2003; Baer, 2003; Baer, Smith, Hopkins, Krietemeyer & Toney, 
2006; Bishop et al., 2004). While there are no well-defined frameworks of the mechanism 
of action of mindfulness as a patient aggression prevention strategy for healthcare workers, 
a reasonable hypothesis would be that mindfulness helps healthcare workers self-regulate 
their emotions while they are attuned to their patient’s presentation, enhancing concerns 
for the patients and a more genuine empathetic communication (Hölzel, Lazar, Gard, 
Schuman-Olivier, Vago & Ott, 2011; Shapiro, Carlson, Astin & Freedman, 2006; 
Grabovac, Lau & Willet, 2011). Thus, mindfulness may not have been a suitable control 
condition for this study. 
 
The trial did yield an undesirably high level of missing data, despite regular follow-
ups and reminders to attend training and complete the questionnaires. Not all participants 
were able to attend all sessions of the training due to staffing issues, crisis, appointments, 
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sickness and leave. Although this affected the study’s statistical power, the researcher 
believes that the sensitivity analysis supports the interpretation that data were missing at 
random and this was not a threat to the validity of the study. 
 
Most of the previous research in this area was lacking long term follow-up (Ak et 
al., 2010; Ghazavi et al., 2010; Whittington & Wykes, 1996; Tierney et al., 2010; Swain & 
Gale, 2014). This study assessed the sustainability of brief, structured interventional 
training for up to six months. The communication skills training and mindfulness training 
were both brief, structured training with a duration of approximately 50 minutes per 
session. While the communication skills training programme was developed based on 
research, theory, teaching, and clinical experience with video-based examples, the 
mindfulness programme was adapted from an already existing package with online web-
based examples. The improvement with the decreased experiences of patient aggression at 
the six-month follow-up was a steady and gradual improvement from the baseline across 
both groups of the study. The improvement in psychological wellbeing showed a steady 
change from the baseline to the three-month follow-up in both groups, and then a large 
positive improvement with a rapid drop in mean Kessler 10 score within the intervention 
group and an increase in the mean score within the control condition at the six-month 
follow-up. However, the six-month score was lower than the baseline Kessler 10 score in 
both groups. A similar pattern of change was observed for the IES-R measure for distress.  
 
The contribution of this RCT to the field of patient aggression prevention is that, 
despite the limited number of four training sessions and the brief duration, both the 
intervention and control training programmes still yielded positive results. The level of 
distress the healthcare support workers experienced decreased and psychological well-
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being improved in both groups over time compared to the baseline. This contributes to 
healthcare support worker well-being and raises their confidence. Subsequently, this could 
help them to be able to handle patient aggressive behaviours better, which may help 
decrease patient aggression due to a more understanding approach by the healthcare 
support workers. Although these reasons for the decreased healthcare worker distress seem 
plausible, future research should further examine those components of the training that 
contribute the most to a decrease in healthcare worker distress to draw clear conclusions 
(Bourgeois, Dijkstra, Burgio & Allen, 2004; Sprangers et al., 2015; Ghazavi et al., 2010). 
 
10.3 Baseline Analyses 
Baseline scores showed high scores for POPAS-NZ, Kessler 10, and IES-R within 
all the clusters in both the intervention and control groups of the study. This may have 
been related to the time at which the study was conducted. There is a possibility that the 
high scores for the outcome measures may have been due to increased incidents of 
aggression at the time of baseline data collection. However, as there was no data collected 
on the actual/official number of incidents that occurred during the study period, it is 
difficult to draw a definite conclusion on the reasons for the high scores across both the 
intervention and control groups on the POPAS-NZ, Kessler 10 and IES-R scales. 
Likewise, the distribution of all the demographic characteristics of the participants 
between the two arms of the trial showed no difference. This informed the decision to 
perform unadjusted analyses including all the demographic variable as covariates in the 
analysis. No obvious explanation could be identified as to the reason for difference 
between completers and non-completers for previous aggression management and 
communication skills training. Some of the possibilities could be difficulties with 
communication or previous trauma. 
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10.4 Effectiveness of the Training 
The POPAS-NZ showed a decrease in aggression at each time point for both the 
intervention and control groups. Similar effects of the intervention and control training in 
both groups were evident when measuring for psychological well-being and level of 
distress. The Kessler 10 and IES-R scores at the six-month follow-up remained lower than 
when compared to the baseline scores of both groups, indicating potential practical 
significance of both the programmes. While there was a statistically significant difference 
between the groups with the intervention groups scoring lower on the ICCS post training, 
this statistically significant difference was not noted at follow-up. Compared with baseline, 
both the intervention and control groups showed statistically significant changes in the 
POPAS-NZ at the six-month follow-up.  
 
In conclusion, the results suggest that both communication skills and mindfulness 
training programmes are potentially effective in improving healthcare support workers’ 
experiences of patient aggression, psychological well-being, level of distress and 
communication competence with long term impact. There are several possible 
explanations for the similar treatment outcomes for both the groups, including that both 
training programmes were effective, that the results represent non-specific effects of study 
participation, that there might have been contamination effects associated with cluster 
randomisation, or that the study was underpowered to identify small between-group 
differences.  
 
10.5 Effect Sizes 
An overall effectiveness of the intervention and control training programmes is 
noted within groups. It is notable that this study produced a large effect size for the 
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POPAS-NZ with a Cohen’s f 2 of .706 and moderate effect sizes across the secondary 
outcome measures at the six-month follow-up within groups. This emphasises the 
magnitude of the difference between the baseline and the six-month follow-up on all 
outcome measures and highlights the possibility that both interventions might be effective 
at bringing change over time. These improvements may be regarded as worthwhile 
changes by healthcare clinicians (Bowers et al., 2010; Patterson, et al., 2008; Campbell et 
al., 2014) with the potential to be effective strategies in the prevention of patient 
perpetrated aggression (Bowers et al., 2010; Patterson, Curtis & Reid, 2008; Campbell et 
al., 2014). However, between group effect sizes were very small (d < 0.2) in the imputed 
results and small (d = 0.2 to 0.4) in the complete case analysis for all outcomes measures 
with no statistical significance.  
 
10.6 Strengths of the Study 
The cluster RCT had several strengths which include the rigorous design and 
outcome measures. The study design was an RCT, the first time that this study design has 
been used to evaluate intervention effectiveness in this area. Comparisons of rating scale 
scores for the intervention and control groups indicated that the randomisation procedure 
had been successful as both groups were similar at baseline. Using a clustered RCT with 
an active control and single blinded approach, the risk of unrelated variables confounding 
the results was minimised (Bowling, 2009). Similarly, the use of validated, reliable scales 
as outcome measures added to the strengths of the study. 
 
Other strengths of this study include the involvement of healthcare support 
workers, a population that has been minimally included in previous research. A 
distinguishing feature of the study was that the mix of participants in the study sample is 
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representative of the New Zealand community-based, support worker population, thus 
increasing external validity. This is also the first known RCT analysing aggression 
prevention in the healthcare literature involving community healthcare support workers 
with a follow-up period of up to six months.  
 
The use of two manualised interventions, which offered structural equivalence 
added to the strength of this trial. The risk of bias was minimised by use of a computer-
generated randomisation sequence for organisational types, active controlled design and 
concealment of allocation.  
 
10.7 Limitations of the Study 
Although the randomised controlled trial was carefully designed, several 
limitations to this trial need to be acknowledged. First and foremost, the sample size 
achieved was smaller than planned (127 participants recruited instead of 200 participants 
as per power calculations). As a result, the study was underpowered to detect small effects, 
potentially increasing the risk of false negative results.  
 
Second, this trial did have a relatively high number of dropouts, despite regular 
follow-ups and reminders sent out to participants during their participation in the study. 
The attrition rates in both arms of the study were high as only 58.26% of the randomised 
participants provided complete data, with 41.74% missing data from the baseline to the 
six-month follow-up. The sample size of 115 (90.6%) at the baseline dropped to 67 
(52.8%) at the six-month follow-up. These attrition rates are consistent with previous 
studies targeting healthcare workers (Needham et al., 2005; Meehan et al., 2006; Bowles et 
al., 2001). As participants were blinded to the content of the training, the researcher does 
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not assume that refusal to participate was content related. Participant preference for 
treatment assignment was not measured before randomisation, and this may have played a 
role in the outcome. Some studies, however, suggest that intervention preference in RCTs 
may not significantly affect outcome (King et al., 2005; Preference Collaborative Review 
Group, 2008). For example, individuals who expressed a preference for the intervention 
and then received the same or not may have contributed to the attrition rates than those 
who had not expressed such a preference receiving the intervention. Participants’ past 
experience of participation in similar interventions are additional factors that could affect 
interventional preference. Hence, although the relationship between participant preference 
and outcome is complex, it would have been useful to have collected initial preference 
prior to randomisation to assess potential effects.   
 
The potential for bias where some managers volunteered to recruit within their 
services needs to be noted. Non-attenders were not directly identified to managers. At 
times, other participants in the group reported to facilitators/ managers the reason for 
absence of their colleagues. In some cases, the participants themselves informed the 
facilitators when they were unable to attend. This was compiled by the facilitators when 
known and feedback provided to the candidate. Also, though workbooks were provided to 
ensure consistency in the facilitation of training, intervention fidelity was not tested. A 
detailed critique of the intervention fidelity is discussed in Chapter 11. One of the 
constraints of an active controlled trial is that there is always a chance for the control 
condition to produce small to similar effects as the intervention. The use of mindfulness as 
an active control may have decreased the effect size between groups. This is an ongoing 
problem with psychological interventions with many recent, well conducted RCTs 
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showing no significant differences between treatment arms (e.g., Carter, McIntosh, Jordan, 
Porter, Frampton & Joyce, 2013).  
   
Additionally, there were no data that collated the actual incidents of aggression to 
make a comparison with the study outcome measures. It would have been useful to gather 
information of the actual incidents, injuries and impact of aggression on healthcare 
workers during these periods to substantiate the findings of the trial while ruling out 
confounding factors. However, with no data to quantify the extent of aggression 
experienced by participants during the trial, it is hard to draw definite conclusions on the 
impact of this on the findings. Also, worth noting is the difficulty in measuring accurate 
rates of aggression as the majority of incidents are not reported. The low rates of reporting 
are a consequence of several factors which include normalisation of aggression in 
everyday practice among healthcare workers and the lack of understanding of the reporting 
process, follow-up and time constraints (Hills et al., 2015).  
 
Other limitations of the RCT are the structure of the training which may have 
contributed to the inability of participants to attend all sessions as they were frontline 
workers. It was unclear if additional training sessions might be required to achieve 
improved mood and well-being, and fewer episodes of aggression. These limitations of the 
intervention and future recommendations are detailed in Section 11.5 of the next chapter. 
 
10.8 Chapter Summary 
This chapter summarises the findings of an RCT evaluating the potential of both 
communication skills and mindfulness training for healthcare support workers as 
interventions for reducing patient aggression. Along with the strengths of the RCT, there 
                                                                                                                                                           
188 
 
are limitations which need to be addressed in future studies to build the evidence base for 
interventional studies in aggression management and prevention research. 






11.1 Chapter Introduction 
This chapter outlines the general discussion of the present study which includes the 
cross-sectional survey and the RCT. A critique of the intervention fidelity is discussed. 
Practical implications and the directions for future research are described for the entire 
study. 
 
11.2 General Discussion 
The present study consisted of a cross-sectional survey and cluster RCT. The 
findings of the cross-sectional survey highlighted the perception of aggression faced by 
healthcare workers in DHBs, NGOs and aged care facilities across New Zealand. This 
increase in aggression was attributed to the increasing number of patients with dementia, 
challenging behaviours, and alcohol and/or drug issues. To my knowledge, this survey is 
the most recent and inclusive survey of these types of healthcare services in New Zealand. 
The qualitative findings of the survey reported the possibility that appropriate training for 
staff was a viable measure to minimise patient violence as reported in previous studies 
(Bowers et al., 2010; Patterson et al., 2008; Campbell et al., 2014). This also raised the 
question as to what training works best to minimise and prevent violence against 
healthcare staff (Gale et al., 2002; Swain et al., 2014; Campbell et al., 2014).   
 
The present study and published literature acknowledge that healthcare workers 
who work closely with individuals experiencing an illness or crisis are known to be at risk 
of aggression and violence. With a global move towards less restrictive practices in 
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dealing with aggression within healthcare, the need for training focused on non-coercive 
techniques becomes important. However, these interventions need to be evidence-based. 
The literature notes limitations in the number of well-designed studies informing the focus, 
content, structure, setting, and approaches to these interventions, which directed the need 
for the cluster randomised controlled trial (Muralidharan & Fenton, 2012; Campbell et al., 
2014). 
 
There have been no previous randomised controlled trials of communication skills 
training to reduce and prevent patient aggression in community settings (Campbell et al., 
2014). The studies that have been conducted were restricted in terms of study design being 
qualitative or descriptive, limited to small samples in a single location, mostly hospital 
based, selection biased, used treatment as usual (TAU) control conditions, or used pre-
test/post-test design studies that reported changes over time. Managing potential biases 
like blinding, randomised treatment allocation, choice of control condition, use of 
validated outcomes measures, and transferability to other settings, were not considered in 
most studies. Most of the previous studies were more management focused rather than 
prevention focused and relied on data from official records of observations, physical 
interventions, and containment measures (Patterson et al., 2008; Schablon et al., 2012; 
Tierney et al., 2007). Without a control group, and when comparing post intervention 
scores to baseline, there is the possibility of either an improvement or decline, which can 
mean that just considering change in comparison to baseline cannot be considered a strong 
indicator of the potential of a treatment/training. This makes it difficult to draw definite 
conclusions about effective interventions for reducing patient aggression.  
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The study took six months for completion for each participant, from baseline to the 
six-month follow-up. At times, participants were busy due to the nature of their work as 
front-line staff involved in direct care of patients not allowing for their participation in 
some sessions of the training. On other occasions, participants were unavailable to 
complete either training or follow-up questionnaires for reasons which included personal 
commitments, sick leave, holidays or having changed jobs. This resulted in missing data, 
37.01% at the three-month follow-up, and 47.25% at the six-month follow-up. Though 
sensitivity analyses comparing imputed and complete case analysis results showed 
comparable results, no analyses are as complete and reliable as that of a full dataset. This 
calls for caution when interpreting the findings.  
 
11.3 How the Intervention Might Work 
 A healthcare worker’s communication and interpersonal skills encompass the 
ability to gather information to facilitate accurate assessment, provide therapeutic 
interventions and establish caring relationships with patients (Duffy et al., 2004; van 
Zanten, Boulet, McKinley, De Champlain & Jobe, 2007; Bre´ dart, Bouleuc & Dolbeault, 
2005). These are the core clinical skills in the healthcare profession, with the goal of 
achieving improved outcomes and patient satisfaction, which are essential for the effective 
delivery of healthcare (Brinkman et al., 2007; Henrdon & Pollick, 2002). Basic 
communication skills in isolation are insufficient to create and sustain a successful 
therapeutic healthcare worker-patient relationship, which consists of shared perceptions 
and feelings regarding the nature of the problem, goals of treatment, and psychosocial 
support (Duffy et al., 2004; Arora, 2003; (Clack, Allen, Cooper & Head, 2004; Stewart et 
al., 2000; Ha & Longnecker, 2010). Interpersonal skills build on this basic communication 
skill (Duffy et al., 2004). Appropriate communication integrates both patient- and 
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healthcare worker-centered approaches (Bre´ dart et al., 2005). The ultimate objective of 
any healthcare worker-patient communication is to improve the patient’s health and care 
(Duffy et al., 2004; Campbell et al., 2014; Duffy et al., 2004; Arora, 2003).  
 
To achieve a strong therapeutic relationship, good communication skills are a 
prerequisite (Julius, 2011; Campbell et al., 2014; Duffy et al., 2004; Arora, 2003). The 
concept of therapeutic communication refers to the process in which the healthcare worker 
consciously influences a patient or helps the patient to a better understanding through 
verbal and non-verbal communication. Verbal communication includes the arrangement of 
words into sentences, and the content as well as the context (Weaver, 1996). Non-verbal 
communication includes the behaviour accompanying the verbal content such as body 
language, eye contact, facial expression etc. Non-verbal communication mainly indicates 
the thoughts, needs or feelings of the individual.  
 
There is a paucity of research evidence about which communication skills are 
useful for healthcare workers in situations of patient perpetrated aggression. The 
theoretical frameworks underpinning the communication skills training programme, It’s 
All About Communication are the Calgary-Cambridge framework of communication and 
Peplau’s interpersonal relations theory. These frameworks divide the interactions into 
phases (introduction, identification/information gathering, exploitation/planning, 
resolution/ closing) and processes (e.g., building therapeutic relationships, structure, and 
clarification) that must be achieved by the healthcare worker and the patient jointly. To 
achieve these, the healthcare worker must use communications skills that include active 
listening, appropriate use of open and closed questions, mirroring, clarification and 
acknowledgement (Kurtz, Silverman & Draper, 2005; Peplau, 1997). These skills are the 
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basics of any communication skills training programme and this formed the content of the 
intervention condition of communication skills training evaluated in the RCT. 
 
The skills required in therapeutic communication are delicate and far more 
numerous than those required in general interpersonal interaction. Mastering of therapeutic 
techniques helps the healthcare worker understand the patient better. Effective 
communication requires an understanding of the patient and the experiences they express. 
It requires skills and simultaneously, the sincere intention of the healthcare worker to 
understand what concerns the patient. To understand the patient only is not sufficient; the 
healthcare worker must also convey the message that he/she is understandable and 
acceptable. It reflects the knowledge of the healthcare worker and patient, the way they 
think and feel, and their capabilities (Papadantonaki, 2006; Lee, Back, Block & Stewart, 
2002; Roter, Hall & Aoki, 2002; Stewart, 1995). The healthcare worker must be ready to 
distinguish between the patient’s needs and intentions; he/she might need to set limits in 
case he/she feels that they are going to be violated. The healthcare worker might employ 
different techniques to establish a relationship with the patient. The selection of the 
technique depends on the purpose of the interaction and the ability of the patient to express 
themselves.  
 
While the exact mechanism of action of the impact of appropriate communication 
in the prevention and management of patient aggression is unknown, it is proposed that 
good healthcare worker-patient communication has the potential to help regulate both 
healthcare workers’ and patients’ emotions, facilitate comprehension of information, and 
allow for better identification of patients’ needs, perceptions and expectations by building 
trust and strengthening the therapeutic relationship. Subsequently, inappropriate, hurried 
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communication causes patients to feel uncomfortable and untrusting, and builds walls 
barring communication between the healthcare worker and patient with the potential for 
the patient to use aggression to regain control and power when feeling vulnerable 
(Papagiannis, 2010; Dupre, Echterling, Meixner, Anderson & Kielty, 2014; Hershcovis & 
Barling, 2010). 
 
11.4 Highlights of It’s All About Communication Intervention 
The content and structure of the communication skills training programme It’s All 
About Communication is based on the core principles of therapeutic communication in 
healthcare and incorporates the basic skills that are taught to medical and nursing trainees 
as part of pre-registration education. It is kept at a basic level and incorporates video-based 
examples of modified real-life situations to increase relatability. The training was aimed at 
unregistered healthcare support workers who come into the workplace with minimal 
understanding of the presentation of the patients in their care. They also may not 
understand the impact of their communication styles on their interactions with patients. 
This is where the implementation of communication skills training for all healthcare 
support workers is a recommendable intervention to manage and prevent patient 
aggression due to the possibility of acquiring effective communication skills through 
training, with benefits for both patients and healthcare workers. 
 
It is worth noting that there are similarities when comparing the proposed 
mechanisms of action of the intervention programme (communication skills training) with 
mindfulness. Both training programmes have an impact on the emotional states of the 
healthcare worker and the patient. This leads to self-awareness and adaption of a patient-
centred approach which empowers the patient to be an active partner in the care process. 
                                                                                                                                                           
195 
 
Subsequently, this is likely to minimise and eliminate any potential for patient aggression 
(Hölzel et al., 2011; Shapiro et al., 2006; Grabovac, Lau & Willet, 2011; Papagiannis, 
2010). This may have also been a possible rationale for the similar improvements reported 
with both groups at the six-month follow-up compared to the baseline. To draw definite 
conclusions of this possibility, further research into the plausible mechanisms of action of 
both training programmes is required. 
 
11.5 Critique of the Intervention: It’s All About Communication 
Intervention fidelity is the ongoing assessment, monitoring, and enhancement of 
the reliability and internal validity of a study (Borrelli et al., 2005; Borrelli, 2011). 
Intervention fidelity allows for the early detection of errors to prevent protocol deviations 
from becoming widespread and long lasting, which can potentially affect the study’s 
conclusion (DuFrene, Noell, Gilbertson & Duhon, 2005; Noel, 2006). The 2004 National 
Institutes of Health (NIH) Behavioral Change Consortium (BCC) developed a 
comprehensive intervention fidelity framework tailored to be relevant for health behaviour 
change trials (Bellg et al., 2004; Borrelli et al., 2005; Borrelli, 2011). The model developed 
by the Behavioral Change Consortium outlines five, mutually exclusive domains of 
intervention fidelity: study design, training facilitators, intervention delivery, intervention 
receipt and intervention enactment (Bellg et al., 2004).  Lack of attention to any one 
domain heightens the risk of the inability to draw solid conclusions from the study. This 
intervention fidelity model is not meant to be a series of rigid steps, but rather a set of 
guidelines to help researchers increase the likelihood of giving their interventions the 
fairest test possible. Below, the RCT is assessed using the checklist created by the NIH 
Behavior Change Consortium (Bellg et al., 2004) and expanded by Borrelli (2011) to 
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explore reasons for the statistically non-significant results between the intervention and 
control groups. 
 
11.5.1 Study design 
Intervention fidelity practices related to study design ensure that a study adequately 
tests its hypotheses in relation to its underlying theoretical and clinical processes (Bellg et 
al., 2004). This involves operationalising the intervention in such a way that intervention 
components are reflective of, and mapped onto, the theory. The developers of the 
intervention programme, It’s all About Communication, primarily used the Calgary-
Cambridge framework of communicating with patients to guide the intervention training 
(Swain & Gale, 2014; Kurtz, Silverman & Draper, 2005; Silverman, Kurtz, & Draper, 
2013).  
 
Prior to study implementation, researchers, and optimally a protocol review group 
or panel of experts, should review the protocols or intervention manuals to ensure that the 
active ingredients of the intervention are fully operationalised. Whether or not the 
measures reflect the hypothesised theoretical constructs and mechanisms of action should 
also be assessed. It is important for the intervention to be evaluated further for cultural 
relevancy, and optimally, members from the target community should be involved in the 
design and implementation of the study (Israel, Schulz, Parker & Becker, 2001; Borrelli, 
2010). Detailed explanation of the theoretical frameworks and components of the It’s all 
about Communication intervention are provided in Chapters 2 and 7. Within the context of 
the present RCT, while a proposal was developed, reviewed and approved ethically and 
culturally, post hoc, the researcher draws attention to the lack of culturally diverse 
examples in the training module of the intervention programme. With the New Zealand 
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society growing to be culturally diverse, and frontline staff members to include nurses, 
caregivers and support workers coming from diverse backgrounds, culturally specific 
examples of appropriate communication would have added potential strength of the 
intervention. 
 
While the necessity of proper control conditions in evaluating the efficacy or 
effectiveness of psychotherapies, or indeed of any health/training intervention, is 
undeniable, what exactly constitutes an appropriate control for an active intervention is far 
from clear (Furukawa et al., 2014). In an RCT, the efficacy or effectiveness of an 
experimental treatment is always determined relative to a control condition. Consequently, 
what an RCT reveals about the effectiveness of the experimental treatment inherently 
depends as much on the control condition as on the experimental treatment (Mohr et al., 
2009; Chambless & Ollendick, 2001). Decision-making regarding the selection or 
development of control conditions for RCTs of psychological interventions should 
systematically consider interactions between the RCT phase, statistical power and control 
of threats to internal validity, and the specific hypotheses of the RCT. The waitlist control 
condition is one in which treatment is provided only after a period of time equivalent to or 
greater than the experimental treatment. Waitlist controls, used since the earliest 
psychotherapy trials (Gelder & Marks, 1966), are intended to control for the traditional 
threats to internal validity and attempt to determine whether the experimental intervention 
is better than doing nothing. They may be ethically acceptable when the experimental 
treatment targets a problem without a treatment indication or when the trial focuses on a 
population with no immediate risks (e.g. prevention of a condition) (Peden, Rayens, Hall 
& Beebe, 2001).  
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Waitlist control trials most often produce the largest effect size for experimental 
treatments, because they are least likely to positively affect the outcome (Kirsch, 2005). It 
might be argued that these control conditions set the bar too low, particularly given that 
many psychological targets will improve somewhat with almost any intervention (Herbert 
& Gaudiano, 2005). Nevertheless, such control conditions may be useful for the control of 
traditional threats to internal validity (Campbell & Stanley, 1966) and the detection of 
potential adverse effects of experimental interventions. Summarising these statements, the 
present RCT of the intervention, It’s All About Communication may have showed 
conclusive results if a waitlist control condition was used instead of an active control such 
as mindfulness.  
 
A priori specification of intervention dose should be delineated for each condition, 
including the length of each contact, the number of contacts, duration of contact over time 
(length of time of intervention period), and intervention content. While a fixed dose of 
intervention is preferable, a minimum and maximum amount of intervention dosage 
(range) can be given to facilitators in clinical settings to allow for some flexibility. The 
intervention and control groups received a structured, four-session, group-based one hour 
per session training over a four-week period. Both arms of the study completed the same 
outcomes measures at baseline, immediately post-intervention, at the three-month and the 
six-month follow-ups. However, five out of the 17 clusters received a modified version of 
two combined sessions, once a fortnight due to logistic issues after an approved ethical 
amendment. Post-hoc, analysis of the attendance to the sessions among these five clusters 
were higher compared to the 12 clusters that were given the four sessions. This highlights 
a concern with the structure of the programme. Jones (2003) reported that nurses 
mentioned having difficulty in gaining access to training due to problems such as staffing 
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shortages and crisis at their place of work. This is applicable to healthcare support workers 
who are also frontline caregivers. This may have contributed to the inability of some 
participants to attend all sessions of training and the completion of the questionnaires, 
subsequently leading to the high dropout rate from baseline to the six-month follow-up. 
 
Monitoring to assess adherence to the original study design should be conducted at 
the beginning of study implementation and over the course of the study to prevent drift 
from the protocol. However, protocol monitoring was not rigorously adhered to within the 
present RCT. In the open label trial of the It’s All About Communication intervention 
(Swain and Gale, 2014), it was mentioned that the training sessions were videotaped to 
assure fidelity, but not analysed or reported. This remained a flaw with the RCT, as the 
training sessions were neither audio/videotaped to assure fidelity and to provide feedback 
to the facilitators. For future research of this intervention, a plan should be developed for 
how the monitoring will occur (frequency and process), how protocol deviations will be 
recorded, and how feedback will be given to facilitators. Facilitators must complete a brief 
“intervention checklist” after each training session contact, indicating the length of the 
session and the components delivered. Audio or videotaping the encounter is the most 
objective way to assess length of visit and fidelity to intervention content though it has 
pros and cons (Borrelli, 2011). 
 
Nurses and support workers suggest that education and training provision need to 
address the diverse types of learning required by nurses, and the three most popular types 
of training delivery are short courses (1 - 2 days), teaching seminars (1- 2 hours) and 
practical teaching sessions (1 – 2 hours) (Jones, 2003). The delivery of training must 
match the type of training. For training to impart new knowledge or to deliver information 
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updates the most favoured method is teaching seminars. But for training in practical 
nursing skills, the most popular method of delivery is practical teaching sessions. The 
preferred training course structure is a modular course, i.e., one that is flexible and can be 
built on over time (Jones, 2003). Health professionals suggest that on-going training is 
essential for ensuring that they maintain and learn new skills and competencies (Weeks, 
Robinson, Brooks & Batalden, 2000). Simulation techniques such as role play, using case 
studies, mock equipment, standardised patients and ‘high fidelity’ simulations which 
involve a full practice of the situation or environment have been used to support healthcare 
improvements, particularly regarding safety and teamwork (Kyrkjebø, Brattebø & Smith-
Strøm, 2006; Beaubien & Baker, 2004). Considering the suggestions from previous studies 
and to address the limitations of the present RCT, the potential choices of training 
structure include a one-day (8 hour) training using a mix of video-based examples and 
simulation techniques, use of a waitlist control condition, regular face-to-face refresher 
sessions to maintain the learned skills for long-term sustained impact, and formal 
evaluation of the transferability of learned skills to real-life situations. However, there is 
no evidence to quantify these potential choices and requires further research with 
conclusive data and results to optimise these suggestions. 
 
11.5.2 Training facilitators  
Intervention fidelity of facilitator training involves standardising training between 
facilitators, ensuring that facilitators are trained to criterion, and monitoring and 
maintaining facilitator skills over time. Ensuring intervention fidelity during training is 
mutually exclusive from that of study design: despite a perfectly operationalised study and 
protocol that adheres to underlying theory, if facilitators are not adequately trained and 
monitored, non-significant results at the end of the study could be due to either poor 
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training or to an ineffective intervention. Well-trained facilitators are less likely to deviate 
from the intervention and are more likely to show increased competency to deliver the 
intervention (Kazdin, 2003; Yeaton & Sechrest, 1981). 
 
The RCT utilised two non-clinical facilitators, rather than clinically experienced 
health care professionals, to deliver the intervention and control training programmes. One 
facilitator had a background in health psychology while the second facilitator had a 
background in higher education. Both facilitators had no experience delivering 
communication skills training previously but were familiar with the control intervention of 
mindfulness. Prior to the trial start date, both facilitators received the facilitator and 
participant guide of the It’s All About Communication and Mindfulness training 
programmes, which included a step-by-step overview of each component of the 
intervention and control programmes respectively. Though a brief overview of the 
programme was given to the facilitators by the researcher, the facilitators received no 
theoretical training of the frameworks of the training or behavioural change mechanisms. 
In the open-label trial of the communication skills training intervention, the facilitator was 
an experienced clinician with years of experience teaching communication skills to 
medical students (Swain & Gale, 2014). On reflection, this is a possible confounder to the 
non-significant results of the study.  
 
Clinically experienced facilitators like research nurses have specific expertise in 
explaining communication processes to lay populations, and extensive experience tailoring 
their communication skills to the situations they face in clinical settings. This may have 
been the reason for the positive improvements on the outcome measures and evaluation 
feedback in the open label trial (Swain & Gale, 2014). The researcher suggests that future 
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trials of similar interventions consider hiring clinically experienced research nurses to 
facilitator such training for better outcomes as opposed to non-clinical facilitators. When 
hiring facilitators, there should be some assurance that there is a good fit between the 
facilitators and the population (e.g., matching on ethnicity or gender), as well as a good fit 
between the facilitator and the intervention. The intervention should be described in detail 
to prospective facilitators to assess whether they perceive it to be credible and consistent 
with their own values. It is also important to ensure that facilitators are willing to be 
randomised to either an intervention or a control group. The training should be 
standardised to ensure that all facilitators are given the same amount of training and that 
training is consistent within and between facilitators. This increases the likelihood that the 
intervention will be delivered systematically across facilitators. Standardisation of training, 
however, does not preclude individualisation. Training needs to consider the various levels 
of education, experience, learning styles and teaching styles of different facilitators. 
Facilitators should also be taught how to deal with several types of participants (e.g., 
resistance). Training should aim to foster meta-competence, ensuring that facilitators not 
only understand the intervention components but also the rationale and theory behind 
them. This increases a facilitator’s ability to work flexibly with different participants while 
maintaining adherence to the study and the underlying theory (Roth & Pilling, 2008). 
  
11.5.3 Delivery of intervention  
The assessment and monitoring of intervention fidelity during intervention 
delivery involves intervention differentiation (did the facilitators only deliver the target 
intervention and no other interventions), intervention competency (did facilitators 
maintain the skill set learned in training), and intervention adherence (delivery of the 
intervention components as intended) (Bellg et al., 2004). This category is mutually 
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exclusive from the above design and training categories, because well-trained facilitators 
may not always deliver a well-operationalised intervention protocol effectively, or with 
different participants across different contexts. 
 
The usefulness of intervention manuals is controversial. A scripted manual helps 
reduce differences between facilitators but may also constrain a tailored intervention.  
Kendall, Gosch, Furr and Sood (2008) argue for a middle ground that does not 
compromise the fidelity of intervention, but at the same time, calls for flexible adaptation 
which considers individual participant needs. For example, this could include 
administering training components out of order, dictated by the progression of the session. 
Fully scripted facilitator guides and participant workbooks were developed for this trial. 
The intervention guide and workbook were the same as the ones used in the pilot study 
(Swain & Gale, 2014), and the control condition guide and workbook were specifically 
adapted from an existing mindfulness training for the RCT. The facilitator guides 
provided structure and consistency to the training within and between groups and 
facilitators. However, these guides dictated the flow of the sessions and this may have 
caused possible setbacks by hindering the flexibility in delivery to adapt the sessions as 
per participants’ discourse.  
 
There was no formal/informal feedback sought from the facilitators about the 
structure, content or delivery of the intervention and control training programmes. It 
would be useful to seek feedback on intervention deviations in a collaborative versus 
hierarchical or critical manner from facilitators. The rationale for monitoring should be 
explained to facilitators, as well as the implications of lack of intervention fidelity on the 
ultimate study outcome. It is also important to assess facilitator beliefs and expectations 
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about which intervention is more effective and address these assumptions. The challenges 
of intervention delivery should be discussed with facilitators, and their ideas of how to 
improve integrity should be solicited (Power, Blom-Hoffman, Clarke, Riley-Tillman, 
Kelleher & Manz, 2005). 
 
There is a possibility that the two facilitators delivered the training differently. 
This is difficult to assess as there was no formal facilitator monitoring. Differences 
between facilitators could be assessed through multiple methods on an ongoing basis, 
such as audio-taped sessions rated for non-specific factors, and evaluation of participant 
feedback. The gold standard to ensure that interventions are delivered as specified is to 
use audio- or videotapes for objective verification of delivery, evaluated according to 
criteria developed a priori. Other methods of monitoring the fidelity of delivery, such as 
facilitator checklists (intervention checklists, encounter logs) and participant evaluation 
forms are less reliable and have low correlations with objective measures (Carroll et al., 
2000; Wickstrom, Jones, LaFleur & Witt, 1998) but nevertheless can be used to 
supplement objective data. There are pros and cons of direct and indirect methods of 
monitoring. Raters of the audio- or videotapes should be independent of the study, and 
blind to intervention assignment, participant progress and outcomes, and facilitator 
identity. In addition to achieving inter-rater reliability, raters should also be skilled in 
intervention delivery as well as more subtle aspects of the intervention and the control 
manuals (Perepletchikova & Kazdin, 2005). Addressing these limitations in future studies 
may help improve intervention fidelity and subsequently the outcome of the study. 
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11.5.4 Receipt of intervention  
Fidelity of intervention receipt refers to whether the intervention that was 
delivered to the participant was actually “received” by the participant. Intervention receipt 
involves whether the participant understood the intervention (as well as the accuracy of 
understanding), and demonstrates knowledge of, and ability to use, the skills or 
recommendations learned in intervention. Checking on intervention receipt is especially 
important when participants are cognitively compromised or have low levels of literacy, 
education, or proficiency in English. If a participant does not understand or is not able to 
implement the new skills, then an otherwise perfectly designed and delivered intervention 
will not be effective. The strategies to enhance intervention receipt involve using methods 
to facilitate the participants’ comprehension of intervention.  
 
Within the RCT, participants were given participant workbooks that they could 
use throughout the training and retain post-training. To determine the extent to which 
participants perceived patient aggression, experienced distress, lowered psychological 
well-being and interpersonal communication competence, the researcher analysed the data 
from four outcome measures targeting these needs at the baseline, post-intervention, the 
three-month and the six-month follow-ups. The intervention and control training 
programmes were video-based with modified examples, and pairwise and group 
discussions to demonstrate the communication process and skills. However, there was no 
formal evaluation of the programme by the participants after completion of the study.  
 
Formal evaluation of the intervention on completion of the study could have 
potentially provided additional information on the pros and cons of the training 
programme. This would have helped verify the participants’ understanding of the 
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information provided in the intervention and clarify that they can use the skills and 
recommendations discussed. This could include written evaluation using training 
evaluation models such as the Kirkpatrick Evaluation Model to measure the effectiveness 
of the training in an objective way (Kirkpatrick & Kirkpatrick, 2016). 
 
A participant may be able to demonstrate understanding and ability to use the skill 
during the training session but lose that understanding once they leave the training 
facility. As previously mentioned, education and training packages need to address the 
different types of learning required by healthcare workers, and this needs to include how 
to translate any new knowledge or techniques into practice. To address these needs, the 
concepts and skills illustrated during training sessions can be further reinforced using 
follow-up/refresher training. Goals could be set and challenges to goal implementation 
should be discussed in the initial sessions. Strategies that promote adherence as well as 
less effective strategies should be discussed. Participants should also be encouraged to 
self-monitor the target outcomes of the training and note the challenging times. These 
should be addressed flexibly within the refresher sessions with evaluation of the 
transferability of skills using audio-visuals (repeat information orally and visually), and 
behavioral strategies (role plays skills with feedback). 
 
11.5.5 Enactment of intervention skills  
Intervention enactment involves assessment, monitoring, and improving the ability 
of participants to perform intervention related behavioural skills and cognitive strategies 
in relevant real-life settings (Borrelli et al., 2005; Bellg et al., 2004). Intervention 
enactment is focused on whether skills are implemented in appropriate situations and at 
the appropriate time to have the intended effect on clinical and research outcomes (Bellg 
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et al., 2004). Enactment is an important addition to the intervention fidelity model because 
a distinction is made between what is taught (intervention delivery), what is learned 
(intervention receipt) and what is used (enactment) (Bellg et al., 2004). Enactment differs 
from the measurement of study outcomes because it is measured throughout the course of 
study implementation, rather than only at the end of the study. Enactment is also different 
from patient adherence and intervention efficacy. If a study does not assess enactment, it 
is difficult to determine whether poor results are due to inadequate enactment or an 
ineffective intervention. Intervention enactment was not formally assessed within the 
present RCT, adding to the challenge of inconclusiveness of the results of the study. The 
researcher suggests that future research should address this limitation by adapting 
strategies for intervention enactment assessment to include direct observation, participant 
self-report, and/or facilitator report at a follow-up or refresher session. This allows 
facilitators to assess and address the impediments to enactment and clarify goals and 
challenges identified at the initial training. 
 
11.6 Comparison to Overall Aggression Prevention Research 
Violence and aggression in healthcare is widespread and regularly highlighted not 
only by healthcare professionals but also the media, researchers, and healthcare 
organisations (Winstanley & Whittington, 2004). The healthcare sector is becoming 
increasingly violent and healthcare professionals are frequently the targets of aggressive 
behaviours (Rippon, 2000; Isbister, Calver, Page, Stokes, Bryant & Downes, 2010). 
Current evidence suggests that aggressive behaviours directed towards healthcare workers 
are most likely to be initiated by patients, followed by visitors, relatives and patients’ 
friends (Ferns, 2006). Whilst violent and aggressive behaviours have been associated with 
psychiatric units, healthcare workers in general acute care areas are at risk and are 
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increasingly reporting incidents (Kynoch, Wu & Chang, 2009). The problem of aggression 
and violence faced by healthcare workers in the community is also surfacing as more and 
more of treatment and rehabilitation is becoming community based (Swain & Gale, 2014; 
Campbell et al., 2014). 
 
Because of the existing evidence on the prevalence of workplace aggression and 
the wide range of consequences affecting individuals and organisations, there is broad 
agreement that a diversity of integrated approaches is required to effectively prevent and 
minimise aggression and its impact within organisations (ILO, 2002; ILO, 2003; Mayhew, 
2000; Mayhew, 2004; McCarthy, 2004; OSHA, 2015; Viitasara & Menckel, 2002). 
Education and training in the prevention and minimisation of patient aggression is a key 
component of any aggression prevention programme but can only be considered as one of 
a necessary range of approaches required to address this workplace health and safety 
concern. Education and training interventions are unlikely to resolve organisational 
systems, environmental or cultural challenges and, in any case, they need to be developed 
based on clearly identified needs (Anderson, 2006).  
 
Education and training for the prevention and minimisation of patient aggression 
may comprise any of a broad range of techniques to enhance knowledge and 
understanding of organisational policies and procedures, legal responsibilities, risk 
assessment, and control strategies. In addition, specific interpersonal skills and behaviour 
management techniques may be tailored to the specific work roles of personnel in the 
context of their workplaces (Chappell & Di Martino, 2006; Farrell & Cubit, 2005; ILO, 
2002; ILO, 2003; Mayhew, 2000; Mayhew, 2001; OSHA, 2015). Several interventions, 
targeted at both patients and healthcare professionals, have been designed to effectively 
                                                                                                                                                           
209 
 
manage aggression and violence in the healthcare setting. These interventions include 
governmental/organisational policies and/or directives, mandatory staff education and 
training, pharmacological management, physical restraint, seclusion, de-escalation, and 
environmental design (Kynoch et al., 2009). The present study on communication skills 
training is one of many interventions aimed at preventing patient aggression within 
healthcare. This study is an addition to the growing database of evidence-based 
interventions in the prevention and management of patient aggression by trialling a 
communication skills training programme (Bjorkdahl, Hansebo & Palmstierna, 2013; 
Gillespie, Gates & Fisher, 2015; Lux, Hutcheson & Peden, 2014; Arnetz et al., 2017).  
 
By improving the knowledge, attitudes, and communication skills of individual, 
and groups of healthcare workers relating to the prevention and minimisation of patient 
aggression directed toward them by patients, it would be expected that the overall number 
of episodes of aggression, including those resulting in psychological or physical harm or 
injury, would be reduced. It would also be expected that the number of adverse personal 
and organisational outcomes attributable to incidents of patient aggression (e.g., leave days 
taken, alterations to workforce participation including changing work patterns or attrition, 
litigation and rehabilitation costs) would be reduced. 
 
11.7 Practical Implications 
With reference to the international guidelines, policies and initiatives for the 
prevention and management of aggression and violence in healthcare, most policies 
identified training as a component. Despite this recommendation, there was vast variation 
in the content of training programmes. This reiterated the need for randomised controlled 
trials to determine the effectiveness of interventions like communication skills to minimise 
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and prevent patient perpetrated aggression and expand the research base for evidence-
based practice. The RCT presented in this thesis cannot provide definitive advice on the 
place of communication skills training in managing patient aggression. Further research is 
needed to analyse and strengthen the choice of intervention as a recommendable training 
option across workplaces, and to inform guidelines on recommendations for workplace 
violence prevention. Obtaining formal evaluation of the training programmes to strengthen 
the evidence and make suitable changes as required is recommended. This will 
subsequently help healthcare workers who participate in the training programmes. These 
may be applicable to mental health and disability settings, residential settings and day 
programme centres to reduce the occurrence of aggression by improving staff 
communication and interaction styles.   
 
11.8 Future Directions for Research 
This study has shown that both the intervention, It’s All About Communication, and 
the control, Mindfulness, may be possibly beneficial to healthcare support workers, with 
sustained effects on workplace violence up to six months post-training. While mindfulness 
training has previously shown to be effective in aggression prevention and management, 
especially within the disability sector (Singh et al., 2003; Singh et al., 2004; Singh et al., 
2006a; Singh et al., 2006b; Singh et al., 2007a; Singh et al., 2007b; Singh et al., 2007c; 
Singh et al., 2009; Singh et al., 2015; Singh et al., 2016a; Singh et al., 2016b; Brooker et 
al., 2014), communication skills training has no comparable quality studies that were 
focused on this training being delivered as an aggression prevention strategy.  
 
Drawing on the core principles of communication skills and mindfulness to draw 
plausible mechanisms of action in bringing change is not conclusive. Different theorists 
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have proposed varying accounts of the possibilities of change because of these 
interventions. In summary, attentional and emotional processes influenced by training, 
such as more stable attention, reduced emotional reactivity, and more positive emotional 
tone, may be key to understanding the beneficial effects on healthcare worker- patient 
relationships, and subsequently prevent patient aggression (Smallwood & Schooler, 2015; 
Mrazek, Smallwood & Schooler, 2012; Brewer, Worhunsky, Gray, Tang, Weber & 
Koher., 2011; Wadlinger & Isaacowitz, 2011; Neubauer & Fink, 2009; Slagter et al., 
2007). This highlights the need for research to focus on the exact mechanisms of change to 
determine not only if interventions work, but also how and why they work, adding to the 
theoretical understanding of the change process. 
 
Future research could investigate effective strategies to work directly with patients 
displaying challenging behaviours. These interventions can be targeted to be suitable to 
hospitals and community services. Additionally, the health economic benefits of reduced 
patient aggression like the number of sick days, absenteeism, staff turnover, and accident 
claims would be timely due to the huge costs associated with aggression and violence. 
 
11.9 Conclusion 
This thesis presents original research investigating the effectiveness of 
communication skills training for healthcare support workers as a patient aggression 
prevention strategy. Two studies assessing the current nature of aggression, training and 
support available for healthcare workers, and the impact of group-based communication 
skills training measuring change in perception of patient aggression, level of psychological 
well-being, distress and communication competence in comparison to an active control 
condition of mindfulness were conducted. 




This is, to the researcher’s knowledge, the first RCT examining the effectiveness of 
a group-based communication skills training package in minimising and preventing 
healthcare support workers’ experiences of patient aggression. This RCT was unable to 
show that communication skills training differed from the control condition of 
mindfulness, based on ratings of patient aggression, and healthcare support workers’ 
ratings of well-being and interpersonal communication competence. Despite the lack of 
statistical significance between groups and the under powering of the study, the current 
RCT contributes to the limited evidence base that communication skills training may have 
potential effect as a patient aggression prevention strategy. This RCT has shown that two 
short, structured interventions can be provided, with minimal resources, to unregistered 
healthcare support workers. Similarly, the cross-sectional survey, despite a low 
organisational participation rate, provides current information on the nature of aggression, 
training, and support available for healthcare workers. Thus, this calls for researchers, 
aggression and violence prevention programme developers and trainers, policy makers, 
healthcare organisations, and healthcare workers to work collaboratively to ensure that 
reliable, relevant research becomes embedded into everyday care in an ongoing manner.   
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Dear Dr. Swain, 
I am writing to let you know that, at its recent meeting, the Ethics Committee considered 
your proposal entitled “Workplace Violence in Healthcare Survey 2014”. 
 
As a result of that consideration, the current status of your proposal is:- Conditional 
Approval 
 




The comments and views expressed by the Ethics Committee concerning your proposal 
are as follows:- 
 
Please address the following comments before proceeding with the research 
 
The Committee noted the Participant Information Letter (Appendix 3) and asks that 
participants are also provided with an Information Sheet along the lines of the template 
provided in the application. In relation to the letter, please amend the 4th paragraph to 
delete the reference to the approval by the Board of Graduate Studies and ensure that 
the following statement is included at the end of your letter and Information Sheet: 
 
“This study has been approved by the University of Otago Human Ethics Committee 
(Health). If you have any concerns about the ethical conduct of the research you may 
contact the Committee through the Human Ethics Committee Administrator (ph 64-3-
479 8256 or gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence 
and investigated and you will be informed of the outcome.” 




Before approval of the research to proceed can be granted, a response must be 
received addressing the issues raised above. The Committee expects that these 
comments will be addressed before recruitment of participants begins. Please note that 
the Committee is always willing to enter into dialogue with applicants over the points 
made. There may be information that has not been made available to the Committee, or 
aspects of the research may not have been fully understood. Please provide the 
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Dear Dr Swain, 
I am again writing to you concerning your proposal entitled “Workplace Violence in 
Healthcare Survey 2014”, Ethics Committee reference number H14/073. 
 




On the basis of this response, I am pleased to confirm that the proposal now has full 
ethical approval to proceed. 
 
Please note, however, a small typing error under the heading of ‘If you participate, what 
will you be asked to do?’; 4th line, the word ‘remainder’ should read ‘reminder’. Once 
you have amended this please forward a copy on to me for our files. 
 
The standard conditions of approval for all human research projects reviewed and 
approved by the Committee are the following: 
 
Conduct the research project strictly in accordance with the research proposal 
submitted and granted ethics approval, including any amendments required to be made 
to the proposal by the Human Research Ethics Committee. 
 
Inform the Human Research Ethics Committee immediately of anything which may 
warrant review of ethics approval of the research project, including: serious or 
unexpected adverse effects on participants; unforeseen events that might affect 
continued ethical acceptability of the project; and a written report about these matters 
must be submitted to the Academic Committees Office by no later than the next working 
day after recognition of an adverse occurrence/event. Please note that in cases of 
adverse events an incident report should also be made to the Health and Safety Office: 
 
http://www.otago.ac.nz/healthandsafety/index.html 








Make no change to the project as approved in its entirety by the Committee, including any 
wording in any document approved as part of the project, without prior written approval of 
the Committee for any change. If you are applying for an amendment to your approved 




Approval is for up to three years from the date of this letter. If this project has not been 
completed within three years from the date of this letter, re-approval must be requested.  If  
the nature, consent, location, procedures or personnel of your approved application 
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Tuesday, 17 June 2014. 
 
Dr Nicola Swain-Campbell, 
Dunedin School of Medicine - Psychological Medicine, 
DUNEDIN. 
 
Tēnā koe Dr Nicola Swain-Campbell, 
 
Workplace Violence in Healthcare Survey 2014 
 
The Ngāi Tahu Research Consultation Committee (The Committee) met on Tuesday, 17 June 
2014 to discuss your research proposition. 
 
By way of introduction, this response from The Committee is provided as part of the 
Memorandum of Understanding between Te Rūnanga o Ngāi Tahu and the University. In the 
statement of principles of the memorandum it states ″Ngāi Tahu acknowledges that the 
consultation process outline in this policy provides no power of veto by Ngāi Tahu to research 
undertaken at the University of Otago″. As such, this response is not ″approval″ or ″mandate″ 
for the research, rather it is a mandated response from a Ngāi Tahu appointed committee. This 
process is part of a number of requirements for researchers to undertake and does not cover 
other issues relating to ethics, including methodology they are separate requirements with 
other committees, for example the Human Ethics Committee, etc. 
 
Within the context of the Policy for Research Consultation with Māori, the Committee base 
consultation on that defined by Justice McGechan: 
 
″Consultation does not mean negotiation or agreement. It means: setting out a proposal not 
fully decided upon; adequately informing a party about relevant information upon which the 
proposal is based; listening to what the others have to say with an open mind (in that there is 
room to be persuaded against the proposal); undertaking that task in a genuine and not 
cosmetic manner. Reaching a decision that may or may not alter the original proposal.″ 
 
The Committee considers the research to be of importance to Māori health. 
 
As this study involves human participants, the Committee strongly encourage that ethnicity 
data be collected as part of the research project. That is the questions on self-identified 
ethnicity and descent, these questions are contained in the latest census. 
 
The Committee notes the researchers have identified that the research will be conducted with 
respect and in, "...relation to the Treaty of Waitangi", and asks what this means for the 
methodology and protocols. 
 
The Committee suggests dissemination of the research findings to Māori health organisations 
regarding this study. 
 









This letter of suggestion, recommendation and advice is current for an 18 month period from 
Tuesday, 17 June 2014 to 5 December 2015. 
 
 




Kaiwhakahaere Rangahau Māori  
Research Manager Māori 
Research Division 
Te Whare Wānanga o Otāgo 
Ph: +64 3 479 8738 





Appendix 1.5: Survey Questionnaire 
 
 
Workplace Violence in Healthcare Survey 2014       
Thank you for your participation. In this survey, we will be asking about events where 
patients/consumers/clients have caused stress, discomfort or injury to your staff and the policies 
and practices in place within the last 1 month unless otherwise specified. 
You consent to take part in the survey by completing and returning the form. All the 
information collected will be anonymized and kept confidential. 
 
1. Workplace:               DHB        Aged Care      NGO 
2. How many staff members are you responsible for? 
3. Which group of patients do you provide care for? (Tick all that apply) 







Please tick the box that best represents your answer to questions 4 to 7 within your area in 
the last 12 months 
                                                                                 Strongly      agree        neither      disagree     
Strongly    
                                                                                           Agree                                                             
disagree   
4. Have there been any fatal or near fatal                             
    events against staff due to patient aggression?    
5. Do you agree that there has been an increase               
      in violence  against staff  by patients?                             







                                                                              Strongly      agree        neither      disagree     strongly    
                                                                                         Agree                                                             disagree   
6. Do you agree that the increase in violence                   
     against staff is due to  an increase in violent 
     patients? 
7. Do you agree that the increase in violence                                   
    against staff is due to  increased staff  
   awareness and reporting of violence? 
 
Please tick the box that represents how often you estimate these events have 
happened within your area in the last 1 month 
8. Verbal anger                                             never         rarely        sometimes       often    very 
often   
…Patient being loud, angry, insulting but not                        
being perceived as a personal threat.                   
9. Verbal threat 
…. Patient being loud, angry, insulting and                            
being perceived as a personal threat.    
10. Humiliation 
…Personal insults, name calling or gestures                            
perceived as decreasing self-esteem or as 
humiliating 
11. Physical aggression 
… Patient throwing objects, slamming doors,                                 
kicking or gesturing without damaging persons 
or property. 
12. Destructive behaviour 
…Patient breaking or smashing objects, kicking                            
or striking out towards and causing damage to            






13. Attempted assault                                    never         rarely        sometimes       often    very 
often   
…. Patient breaking or smashing, kicking or                                  
striking out towards staff but not physically 
hitting or harming staff. 
14. Assault 
…. Patient hitting, punching, kicking, pulling or                       
pinching staff without injury. 
15. Injury 
…. Patient hitting, punching, kicking, pulling or                       
pinching staff causing injury. 
16. Sexual harassment. 
… Patient speaking, looking or gesturing in a                            
manner that staff perceive as making an 
unwanted sexual advance. 
17. Sexual assault. 
… Patient physically touching or assaulting staff                     
in a manner that staff perceive as unwanted and  
of a sexual nature.  
18. Stalking. 
… Patient you believe has monitored, followed                 
         
or stalked staff . 
19. Litigation. 
... Patient you believe has harassed staff by                                    
                
making complaints about staff to supervisors,  






Please tick the box that best represents your answer to questions 20 to 41 within your area 
within the last 12 months 
20. Have st  
 
22. Did staff have to tak  





26. Are staff supported through  
27. Do staff have access to panic buttons in case of crisis and violence?                       Yes    No           
28. Do staff use personal alarms in times of crisis and violence?                                   Yes    No 
29. Do staff seek assistance from security in times of crisis and violence?                    Yes    No 
30. Do staff seek assistance from police in times of crisis and violence?                       Yes    No 
31. Is there de-escalation training available to your staff?                                              Yes    No 
32. Is there communication skills training available to your staff?                                Yes    No 
33. If yes, is there regular update to the training?                                                           Yes    No 
34. If yes, is the update training provided at least annually?                                          Yes    No 
35. Have there been any organizational changes within your workplace                       Yes    No 
     in the last 12 months? 
36. Has your organisation undergone restructuring in the last 12 months?                   Yes    No 
                                                                                                                       (If no, go to question 40) 
37. If yes, did the organizational change impact on your funding?                                Yes    No 
38. If yes, did the organizational change impact on the staff education and                  Yes    No 
     staff support? 
39. If yes, did the organizational change impact on the supervision of staff?                Yes    No 
40. Have staff changed work areas due to violence by patients?                                    Yes    No 








42. Are there any specific reasons that you have identified that will increase the risk of violence 
against staff by patients and which areas of practice do you think are the most challenging in terms 






























Appendix 1.6: Permission Letter to Senior Management 
 
 




    
 
Dear Sir / Madam, 
I am Maria Baby, a Doctoral Candidate at the Department of Psychological Medicine, 
University of Otago, Dunedin.  I am working under the expert guidance of Dr. Nicola 
Swain and Dr. Chris Gale to evaluate the current nature and dimensions of patient 
perpetrated violence against health care staff within hospital, community and aged care 
settings.  This study has been reviewed and approved by University of Otago Human 
Ethics committee (Health), Dunedin and locality approval obtained from the primary site 
of study- Southern DHB, Dunedin. 
We would like to ask your permission to allow us to conduct a survey amongst the unit 
managers of the different areas of the mental health service of the DHBs, community 
services and aged care facilities in your organization. We hope to learn about the nature of 
violence experienced by the staff within your service, training and educational 
opportunities and support services available for affected staff.  This is in view of our 
survey entitled, “Workplace Violence in Healthcare Survey 2014”.   
Participation in the survey is entirely voluntary and there are no known or anticipated risks 
to participation in this study. This survey will take approximately 20 minutes to complete.  
All information provided will be would be kept in utmost confidentiality and would be 
used only for academic purposes. The names of the respondents and the name of your 
organization will not appear in the thesis or publications resulting from this study. 
If you agree, kindly sign below acknowledging your consent and permission for us to 
conduct this survey at your organization and return a copy of the signed form 




Your approval to conduct this study will be greatly appreciated. Thank you in advance for 
your interest and assistance with this research.  
 
Contact information.   
If you have any questions about this study, you can contact the person(s) below: 
Maria Baby (PhD Student)   Dr. Chris Gale(Senior Lecturer) 
Department of Psychological Medicine Department of Psychological Medicine  
University of Otago, Dunedin  University of Otago, Dunedin  
Phone: 03 4740999 Extn: 7389                       Phone: 021707193 























I am happy to grant permission for Maria Baby, Dr. Nicola Swain and Dr. Chris Gale to conduct the 
survey entitled “Workplace Violence in Healthcare Survey 2014” within my organisation. 
Name: 
Designation:                                              
Name of Organisation:                               
 
                                                                                                                                   
                                                                                        
 










Appendix 1.7: Participant Information Letter 
 
 
27th May, 2014 
 
Dear Sir / Madam, 
 
You are invited to participate in the Workplace Violence in Healthcare Survey 2014. We 
hope to learn about the nature of violence experienced by the staff within your service, 
training and educational opportunities and support services available for affected staff. 
This survey aims to gather information on patient perpetrated violence within mental 
health services, community services and aged care facilities and you are selected as a 
possible participant in this study because you represent the service you manage. 
 
This study is being conducted by Maria Baby (Doctoral candidate), Dr. Nicola Swain and 
Dr. Chris Gale of the Department of Psychological Medicine, University of Otago, 
Dunedin in order to understand the current nature of workplace violence within healthcare 
settings in New Zealand.  This survey will help to develop more practicable steps to reduce 
violence against healthcare personnel. There are no identified risks from participating in 
this survey. 
Your responses to the survey will only be reported in aggregated form to protect the 
identity of respondents.  Since the validity of the results depend on obtaining a high 
response rate, your participation is crucial to the success of this study. This survey will 
take approximately 20 minutes to complete. 
This study has been approved by the University of Otago Human Ethics Committee 
(Health). If you have any concerns about the ethical conduct of the research you may 
contact the Committee through the Human Ethics Committee Administrator (Phone: 64-3-
479 8256 or email: gary.witte@otago.ac.nz). Any issues you raise will be treated in 
confidence and investigated and you will be informed of the outcome. This study has also 
obtained locality approval from the primary site of study- Southern DHB, Dunedin.   
 
You can consent to participate in the survey by registering your email contact to my email 
as detailed below to be sent the link to the survey. Please note that registering your contact 








Contact information.   
If you have any questions about this study, you can contact the person(s) below: 
 
Maria Baby (PhD Student)   Dr. Chris Gale, Senior Lecturer 
Department of Psychological Medicine Department of Psychological Medicine  
University of Otago, Dunedin  University of Otago, Dunedin  
Phone: 03 4740999 Extn: 7389                        Phone: 021707193 
E-mail: mar42892@student.otago.ac.nz         E-mail: chris.gale@otago.ac.nz 
      
 































Participant Information Sheet 
Study title: Workplace Violence in Healthcare Survey 2014 
Principal 
investigator: 
Name: Dr. Nicola Swain 
Department: Department of Psychological 
Medicine, Dunedin School of Medicine 
Position: Senior Lecturer 
Contact phone number: 
03 4740999 Extn7299 
 
Introduction 
Thank you for showing an interest in this survey.  Please read this information sheet 
carefully. Take time to consider and, if you wish, talk with relatives or friends, before 
deciding whether or not to participate.  
If you decide to participate we thank you.  If you decide not to take part there will be no 
disadvantage to you and we thank you for considering our request.   
What is the aim of this research project? 
The survey aims to examine the type, frequency and severity of violence experienced by 
healthcare staff working in mental health services of DHBs, NGOs and aged care facilities 
across New Zealand.  It also aims to assess the existence of safety and training measures 
available to staff along with the support offered to affected staff following violence 
perpetrated by patients. The survey results can potentially support the development of 
more rigorous policies and strategies to reduce and manage workplace violence against 







Who is funding this project? 
This survey is funded by the James Hume Bequest Fund which is a departmental funding 
for promotion of mental health research. 
Who are we seeking to participate in the project? 
The unit managers of all the Mental Health, Addiction and Intellectual disability services 
of the District Health Boards, NGOs and aged care facilities across New Zealand will be 
the respondents in this survey as you are the most appropriate representatives of the 
frontline healthcare workers. 
If you participate, what will you be asked to do? 
If you agree to participate, you can register your email contact to my email as detailed 
below to be sent the link to the survey. Please note that registering your contact details is 
implied consent to participate in the survey. You will then be sent a survey link to 
complete the survey. If we do not get a response, a remainder link will be sent after two 
weeks. If you still haven’t responded, a paper copy of the survey will be posted to you. If 
you still haven’t responded, we will try and contact you via telephone as a final reminder 
to complete the survey. This is to ensure maximum response. This survey will take 
approximately 20 minutes to complete.  
Is there any risk of discomfort or harm from participation? 
Participation in the survey is entirely voluntary and there are no known or anticipated risks 
to participation in this study.  We are not asking you to respond based on personal 
experience but about the service you manage. 
What specimens, data or information will be collected, and how 
will they be used?  
The survey tool is a questionnaire developed including the POPAS-NZ which is a 
validated tool for data collection on aggression and also includes questions to capture 
information on the support services, violence reduction measures and training offered to 
staff working alongside clients in hospital, community and aged care facilities.  The 
questionnaire includes a brief general information section, Likert scale questions are used 
for the POPAS-NZ, dichotomous questions on safety measures, staff training and support 
strategies and two open ended questions to capture any missed information. The 






What about anonymity and confidentiality? 
All information provided will be kept in utmost confidentiality and would be used only for 
academic purposes. Your name and the name of your organization will not appear in the 
thesis or publications resulting from this study.  
 
If you agree to participate, can you withdraw later? 
Participation in the survey is entirely voluntary. Please note that registering your contact 
details is implied consent to participate in the survey. Once the data is compiled and 
analyzed you will not be able to withdraw from the study. 
Any questions? 
If you have any questions now or in the future, please feel free to contact either: 
Name: Maria Baby  
Position: (PhD Student)  
Department : Department of Psychological 
Medicine, University of Otago, Dunedin  
Contact phone number: 
Phone: 03 4740999  
Extn: 7389      
Email: mar42892@student.otago.ac.nz            
Name: Dr. Chris Gale 
Position: Senior Lecturer 
Department: Department of Psychological 
Medicine, University of Otago, Dunedin  
Contact phone number: 
Phone: 021707193 
Name: Dr. Nicola Swain 
Position: Senior Lecturer 
Department: Department of Psychological 
Medicine, University of Otago, Dunedin  
Contact phone number: 
Phone: 03 4740999  
Extn: 7299                    
This study has been approved by the University of Otago Human Ethics Committee (Health). 
If you have any concerns about the ethical conduct of the research you may contact the 




email gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and 
investigated and you will be informed of the outcome 
Appendix 2.1: Full Ethical Approval- Southern HDEC 
Health and Disability Ethics Committees 
C/- MEDSAFE, Level 6, Deloitte House 
10 Brandon Street 
PO Box 5013 
Wellington 
 
0800 4 ETHICS 
hdecs@moh.govt.nz 
 
19 August 2014 
 
 
Miss Maria Baby 
Department of Psychological 
Medicine Dunedin School of 
Medicine University of Otago 






Re: Ethics ref: 14/STH/108 
 Study title: Communication Skills Training for Healthcare Workers as a technique 
to reduce patient perpetrated violence- A Randomized Controlled Trial 
 
 
I am pleased to advise that this application has been approved by the Southern 
Health and Disability Ethics Committee. This decision was made through the 
HDEC-Expedited Review pathway. 
 
The main issues considered by the HDEC in giving approval were as follows. 
 
 The Committee noted that the section "what is the purpose of this study" 
leads one to suppose that it is to prove the benefits of the "Its all about 
communication" package, perhaps it should be written such that it is 
comparing the two different approaches, with both given equal 
explanation? 
 





HDEC approval for this study is subject to the following conditions being met 
prior to the commencement of the study in New Zealand. It is your 
responsibility, and that of the study’s sponsor, to ensure that these conditions 
are met. No further review by the Southern Health and Disability Ethics 




1. Before the study commences at any locality in New Zealand, all 
relevant regulatory approvals must be obtained. 
 
2. Before the study commences at any locality in New Zealand, it must be 
registered in a WHO-approved clinical trials registry (such as the 
Australia New Zealand Clinical Trials Registry, www.anzctr.org.au). 
 
3. Before the study commences at a given locality in New Zealand, it 
must be authorised by that locality in Online Forms. Locality 
authorisation confirms that the locality is suitable for the safe and 
effective conduct of the study, and that local research governance 
issues have been addressed. 
 
After HDEC review 
 
Please refer to the Standard Operating Procedures for Health and Disability 
Ethics Committees (available on www.ethics.health.govt.nz) for HDEC 
requirements relating to amendments and other post-approval processes. 
 
Your next progress report is due by 19 August 
2015. Participant access to ACC 
The Southern Health and Disability Ethics Committee is satisfied that your study 
is not a clinical trial that is to be conducted principally for the benefit of the 
manufacturer or distributor of the medicine or item being trialled. Participants 
injured as a result of treatment received as part of your study may therefore be 
eligible for publicly-funded compensation through the Accident Compensation 
Corporation (ACC). 
 
Please don’t hesitate to contact the HDEC secretariat for further information. We 








Southern Health and Disability Ethics Committee 
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0800 4 ETHICS 
hdecs@moh.govt.nz 
 
21 January 2015 
 
 
Miss Maria Baby 
Department of Psychological 
Medicine Dunedin School of 
Medicine University of Otago 






Re: Ethics ref: 14/STH/108/AM01 
 Study title: Communication Skills Training for Healthcare Workers as a technique 






I am pleased to advise that this amendment has been approved by the 
Southern Health and Disability Ethics Committee. This decision was made 
through the HDEC Expedited Review pathway. 
 
Please don’t hesitate to contact the HDEC secretariat for further information. We 









Southern Health and Disability Ethics Committee 
 
 
Encl:    appendix A:      documents submitted 
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0800 4 ETHICS 
hdecs@moh.govt.nz 
 
25 September 2015 
 
 
Miss Maria Baby 
Department of Psychological 
Medicine Dunedin School of 
Medicine University of Otago 









Re: Ethics ref: 14/STH/108/AM02 
 Study title: Communication Skills Training for Healthcare Workers as a technique 
to reduce patient perpetrated violence- A Randomized Controlled Trial 
 
 
I am pleased to advise that this amendment has been approved by the 
Southern Health and Disability Ethics Committee. This decision was made 
through the HDEC Expedited Review pathway. 
 
Note From Chair: This is a planned amendment to the protocol (it is 
prospective and reasoned) and not a protocol deviation.  Please re-number the 
protocol as Version 2. 
 
Please don’t hesitate to contact the HDEC secretariat for further information. 














Southern Health and Disability Ethics Committee 
 
 
Encl:    appendix A:      documents submitted 
























































10th April, 2015 
 
 
REQUEST FOR PERMISSION TO CONDUCT STUDY AT YOUR 
ORGANISATION 
 
Dear Sir / Madam, 
 
My name is Maria Baby and I am a Doctoral student at Department of Psychological 
Medicine, University of Otago, Dunedin.  The research I wish to conduct for my doctoral 
thesis involves a randomized control trial of communication skills training as a technique 
to reduce violence against healthcare workers. This project will be conducted under the 
supervision of Dr. Nicola Swain and Dr. Chris Gale, University of Otago, Dunedin. 
 
I am hereby seeking your consent to approach support workers/ health assistants/ nurse 
aides within your organisation to recruit for participation in the clinical trial as mentioned 
above on a voluntary basis.  
 
I have provided you with a copy of my research proposal which includes copies of the 
participant information sheet, consent form and measures to be used in the research 
process, as well as copies of the locality approval letter from the primary site of study- 
Southern DHB, Dunedin, Ethical approval with Ref No: 14/STH/108/AM01 from the 
Southern Health and Disability Ethics Committee and Maori Consultation approval. 
 
As this study is partly for the educational purpose of the PhD Researcher, records of the 
completed study will be kept in the University of Otago library and Department of 
Psychological Medicine, Dunedin. I also want to publish results in peer reviewed national 
and international scientific journals as deemed appropriate to the scope of the journal.  I 
also aim to present the progress and findings of the study at national and international 
conferences.  Please be assured that you will not be identified in any report or publication. 
 
Kindly sign and return one copy of the signed consent form in the enclosed envelope to 
acknowledge your permission to conduct the study. 
 
If you require any further information, please do not hesitate to contact for clarification.  
 
Contact details: 
Maria Baby, PhD Candidate                            or    Dr. Nicola Swain, Senior Lecturer 
Department of Psychological Medicine                  Department of Psychological Medicine 




Email: mar42892@student.otago.ac.nz                   Email: nicola.swain@otago.ac.nz 
 
 










If you are willing to be involved would you please sign the form below that acknowledges 
that you have read the explanatory statement, you understand the nature of the study being 
conducted and the risks and likely benefits of participation in this study, and you give 





I (Name) ________________________________________ as  
 
(Role Title) __________________________ of (Site Name) ________________________ 
 
 having been fully informed as to the nature of the study to be conducted titled  
“Communication Skills Training- a technique to reduce violence against healthcare 





















Appendix 2.7: Participant Information Sheet and Consent Form 
 
 
Communication Skills Training- Is it the technique to reduce violence 
against healthcare workers? 
 
PARTICIPANT INFORMATION SHEET 
 
You are invited to take part in the study on communication skills training.  Whether or not 
you take part is your choice.  If you don’t want to take part, you don’t have to give a 
reason, and it won’t affect your current employment.  If you do want to take part now, but 
change your mind later, you can pull out of the study at any time prior to the analysis of 
the data.   
 
This Participant Information Sheet will help you decide if you’d like to take part.  It sets 
out why we are doing the study, what your participation would involve, what the benefits 
and risks to you might be, and what would happen after the study ends.  We will go 
through this information with you and answer any questions you may have.    You do not 
have to decide today whether or not you will participate in this study. Before you decide 
you may want to talk about the study with other people, such as family, whānau, friends, 
or your employers.  Feel free to do this. 
 
If you agree to take part in this study, you will be asked to sign the Consent Form on the 
last page of this document.  You will be given a copy of both the Participant Information 
Sheet and the Consent Form to keep. 
 
This document is 6 pages long, including the Consent Form.  Please make sure you have 
read and understood all the pages. 
 
WHAT IS THE PURPOSE OF THE STUDY? 
I am a PhD Student with the Department of Psychological Medicine, Dunedin School of 
Medicine, University of Otago. Dr. Nicola Swain (University of Otago) and Dr. Chris Gale 
(University of Otago) are my supervisors. We are interested in the welfare of healthcare 
workers. We are looking for 200 healthcare workers to participate in this study. 
 
The purpose of this study is to investigate how a communications skills training package 






“It’s All about Communication” is a group based, structured educational package that 
introduces the basics of communication. It uses a DVD to provide examples of situations 
that allows you to reflect on communication styles. A similar training package based on 
the de-escalation techniques is also developed.  To find out if “It’s all about 
Communication” package is more effective, we want to compare the experiences of 
participants who receive this training with participants receiving the Mindfulness training 
package.   
 
We want to find out whether there is any difference in the confidence level of healthcare 
workers in dealing with violent patients before and after the two trainings.  This type of 
research is called a ‘randomized controlled trial’.  This information will help us evaluate 
the effectiveness of “It’s All about Communication” training. 
 
WHY  HAVE YOU BEEN CHOSEN? 
You can take part in the study because you are a healthcare worker. You work with people 
with mental illness, intellectual disabilities, physical disabilities and older people. You are 
able to speak, read and write English. You are able to provide informed consent. 
 
WHAT WILL MY PARTICIPATION IN THE STUDY INVOLVE? 
If you want to take part in the study, you must sign the consent form and return it to us in 
the envelope provided. You will be assigned to one of the two groups.  You must then 
complete a demographic form and a set of four questionnaires before receiving any 
training. You must then complete the same set of four questionnaires immediately after the 
training, one-month post, three months post and six months post training. The 
questionnaires collect information about your experiences as a healthcare worker and a 
little personal information that will be used for statistical purposes. 
 
The training that you will receive will be 4 hours long. This training will be an hour each 
week for 4 weeks. A trained person where you work will deliver this training. The training 
will be in groups and will take place at your workplace. You will definitely receive either 
one of the training packages if you decide to participate in the study. 
 
WHO PAYS FOR THE STUDY? 
You do not have to pay to participate in the study and neither do you have to pay to receive 














WHO HAS REVIEWED THIS STUDY? 
 
 This study has received ethical approval from the Southern HDEC with reference 
number 14/STH/108/AM01. 
 The Management of the organisation you work has also given permission for this 
study to be carried out.  
 The student researcher has also consulted with Research consultation with Maori 
Division of the University of Otago and gained approval. 
 
WHAT ARE MY RIGHTS? 
Participation in the study is entirely up to you to decide.  If you decide to take part, you 
will be given a copy of the information sheet to keep.  You will also be asked to sign a 
‘consent form’ that is attached along with this information sheet and asked to return it. 
You will be given a copy of the consent form to keep as well.  If you decide to take part, 
you will be free to stop at any time without giving a reason.  Whether you decide to take 
part or not, or stop once the study has started, it will not affect your employment in any 
way.  Some people may find some of the questions we ask irrelevant or embarrassing.  
You don’t have to answer any questions that affect you in this way. 
 
We will keep all information about you confidential.  A code number will be used to 
identify data about you.  We will keep all information securely for 10 years and then one 
of the researchers involved in the study will destroy it. 
 
WHAT HAPPENS AFTER THE STUDY OR IF I CHANGE MY MIND? 
You may withdraw from the study at any time. This will not affect your current 
employment.   
You cannot withdraw from the study when the information is already analyzed. 
 
WHAT WILL HAPPEN TO THE RESULTS OF THE STUDY? 
Copies of the study report will be kept in the University of Otago Library. A copy will also 
be kept at the Department of Psychological Medicine, Dunedin. The study report will be 
examined by experts at the end of the study. This is because the study is part of student 
research to obtain a PhD degree.  
 
The results of this research project will be written up into publications in scientific journals 
and presented at conferences. Your responses to questions in the questionnaire will 
continue to be anonymous. Your name will never appear in any presentation or any journal 
article. 







WHO DO I CONTACT FOR MORE INFORMATION OR IF I HAVE CONCERNS? 
If you have any questions, concerns or complaints about the study at any stage, you can 
contact either:  
 
Maria Baby, PhD Candidate                                     Dr. Nicola Swain, Senior Lecturer 
Department of Psychological Medicine                   Department of Psychological Medicine 
Tel: 03-474 0999 Extn: 7389                                   Tel: 03-4740999 Extn: 7299 
Email: mar42892@student.otago.ac.nz                    Email: nicola.swain@otago.ac.nz 
 
Dr Chris Gale, Senior Lecturer    
Department of Psychological Medicine 
University Telephone No: 03 474 0999 Ext n: 7355   
Email: chris.gale@otago.ac.nz     
 
 
If you want to talk to someone who isn’t involved with the study, you can contact an 
independent health and disability advocate on: 
 
Phone:  0800 555 050 
Fax:   0800 2 SUPPORT (0800 2787 7678)  
Email:             advocacy@hdc.org.nz 
 
For Maori Heath support please contact : 
 
Name:                Kia Oar Haora, National Coordination Centre 
 Phone                (09) 261-3393 
 Email:                http://www.kiaorahauora.co.nz/ 
 
You can also contact the health and disability ethics committee (HDEC) that approved this 
study on: 
 
 Phone:             0800 4 ETHICS 


















Communication Skills Training- Is it the technique to reduce violence 
against healthcare workers? 
 
INFORMED CONSENT FORM FOR PARTICIPANTS 
 
Please tick to indicate you consent to the following  
 
I have read and I understand the Participant Information Sheet.   Yes  No  
I have been given sufficient time to consider whether or not to 
participate in this study. 
Yes  No  
I have had the opportunity to use a legal representative, whanau/ 
family support or a friend to help me ask questions and understand 
the study. 
Yes  No  
I am satisfied with the answers I have been given regarding the 
study and I have a copy of this consent form and information sheet. 
Yes  No  
I understand that taking part in this study is voluntary (my choice) 
and that I may withdraw from the study at any time without this 
affecting my employment. 
Yes  No  
I consent to the research staff collecting and processing my 
information. 
Yes  No  
If I decide to withdraw from the study, I agree that the information 
collected about me up to the point when I withdraw may continue to 
be processed. 
Yes  No  
I understand that my participation in this study is confidential and 
that no material, which could identify me personally, will be used in 
any reports on this study. 
Yes  No  
I know who to contact if I have any questions about the study in 
general. 
Yes  No  




I am aware that I can request a copy of the results Yes  No  
 
 
Declaration by participant: 







Declaration by member of research team: 
 
I have given a verbal explanation of the research project to the participant, and have 
answered the participant’s questions about it.   
 


























Appendix 2.9: Advertisement 
 
Communication Skills Training- Is it the technique to reduce violence against 
healthcare workers? 
We are interested in the welfare of healthcare workers. The purpose of this study is to 
investigate how a communications skills training package will work for reducing violence 
towards healthcare workers. This is compared with Mindfulness training. 
 
We want to find out whether there is any difference in the confidence level of healthcare 
workers in dealing with violent patients before and after the two trainings.  This type of 
research is called a ‘randomized controlled trial’.  This information will help us evaluate 
the effectiveness of “It’s All about Communication” training. 
 
You can take part in the study if you are: 
 A healthcare worker working for an NGO, District Health Board or Aged care 
facility in the South Island of New Zealand 
 18years and older. 
 Fluent in English. 
 Able to provide informed consent 
 Not a personal caregiver or family member who assumes the role of primary 
caregiver 
 Not a  Registered Healthcare Professional 
 
If you have any questions and want to discuss about participating in the study you can 
contact:  
Maria Baby, PhD Candidate, Department of Psychological Medicine, 
Dunedin School of Medicine, University of Otago, Dunedin 
Tel: 03-474 0999 Extn: 7389, Email: mar42892@student.otago.ac.nz               
        
This project has been reviewed and approved by the Southern Health and Disability Ethics 


















































































































































































































































































































































































































































































































































































































































































Appendix 2.10: Communication Skills Training Questionnaire 
 
COMMUNICATION SKILLS TRAINING QUESTIONNAIRE 
This form is six pages long. Can you please fill in ALL six pages? 
Can we know a little about you? Please circle the correct response. 
 
1. What gender or sex are you?                                               MALE                   FEMALE 
2.  
3. What age are you?                                                               UNDER OR 25      25-34 
                                                                                                          35 -44                     45-54 
                                                                                                          55-64                      65 or 
OLDER 
 
4. What type of disabilities do your clients have?                 PHYSICAL (injury or chronic 
illness) 
                                                                                                         INTELLECTUAL 
                                                                                                         MENTAL HEALTH 
                                                                                                         OLD AGE 
5. How many hours a week do you work  
AT THIS JOB?                                                                  under or 15hrs    15- 24hrs 
                                                                                                        25-34 hrs             35 – 44hrs 
                                                                                                        45 -54 hrs            55hrs and over 
 
6. What proportion of your time is spent with  
clients?                                                                              None                Under 20% 
                                                                                                       21 -40%            41 -60% 
                                                                                                       61 -80%            81 -100% 
 
7. We also would like to ask you about what training you have had: 
            I have a qualification in the health care field. (We are not asking about qualifications 
             in other fields, such as a science degree or a trade certificate.) 
            NO, I DO NOT. 
            YES, I HAVE DONE SHORT TRAINING COURSES 
            YES, I HAVE CERTIFICATE (that took ONE YEAR or longer) 
            YES, IHAVE A DEGREE (that took THREE YEARS or longer) 
 
8. Have you had any training in MANAGEMENT OF AGGRESSION?    YES         NO 
9. Have you had any training in COMMUNICATION SKILLS?                 YES        NO 
10. Can you tell us what ethnic or cultural group or groups you  
consider yourself to be part of 
                                                                 
                 NZ MAORI (If you are Maori, what IWI do you identify with?) ___________                                                      
                 NZ EUROPEAN                     PACIFIC ISLANDS         CHINESE         










In this section, we are asking about events where patients have caused you stress, discomfort or 
injury. Please tick the box that represents how often you estimate these events have happened 
to you in the last one month. 





… being loud, angry, insulting but not 
being a personal threat. 
     
Verbal threat 
…. being loud, angry, insulting and being 
a personal threat. 
     
Humiliation. 
…Personal insults, name calling or 
gestures making you feel worse about 
yourself 
     
Physical aggression. 
… throwing objects, slamming doors, 
kicking or gesturing without damaging 
persons or property. 
     
Destructive behaviour. 
…Patient breaking or smashing objects, 
kicking or striking out towards and causing 
damage to possessions and property but 
not to any person. 
     
Attempted assault. 
…. breaking or smashing, kicking or 
striking out towards you but not physically 
hitting or harming you. 
     
Assault 
…. hitting, punching, kicking, pulling or 
pinching you without injury. 
     
Injury 
…. hitting, punching, kicking, pulling or 
pinching you causing injury. 
     
Sexual harassment. 
…speaking, looking or gesturing in a 
manner that is making an unwanted sexual 
advance. 
     
Sexual assault. 
… physically touching or assaulting you in 
a manner you perceive as unwanted and of 
a sexual nature. 
     
Stalking. 
…has monitored, followed or stalked you. 
     
Litigation. 
... as harassed you by making complaints 
about you to your employer, your 
supervisor or to other authorities (for 
example, the Nursing Council). 







Complete all of the following questions by ticking the box that best applies to you in the context of 
having faced aggression from patients in the LAST ONE MONTH 













1. About how often did you feel tired 
out for no good reason? 
     
2. About how often did you feel 
nervous? 
     
3. About how often did you feel so 
nervous that nothing could calm you 
down? 
     
4. About how often did you feel 
hopeless? 
     
5. About how often did you feel restless 
or fidgety? 
     
6. About how often did you feel so 
restless you could not sit still? 
     
7. About how often did you feel 
depressed? 
     
8. About how often did you feel that 
everything is an effort? 
     
9. About how often did you feel so sad 
that nothing could cheer you up? 
     
10.  About how often did you feel 
worthless? 














Please read each item, and then indicate how distressing each difficulty has been for you DURING THE 
PAST ONE WEEK with respect to client stress on the job 


















1. Any reminder brought back feelings  about it      
2. I had trouble staying asleep      
3. Other things kept making me think about it      
4. I felt irritable and angry      
5. I avoided letting myself get upset when I thought about it 
or was reminded of it 
     
6. I thought about it when I didn't mean  to      
7. I felt as if it hadn't happened or wasn't real      
8. I stayed away from reminders about it      
9. Pictures about it popped into my mind      
10.  I was jumpy and easily startled      
11. I tried not to think about it      
12. I was aware that I still had a lot of feelings about it, but I 
didn't deal with them 
     
13. My feelings about it were kind of numb      
14. I found myself acting or feeling like I was back at that time      
15. I had trouble falling asleep      
16. I had waves of strong feelings about it      
17. I tried to remove it from my memory      
18. I had trouble concentrating      
19. Reminders of it caused me to have physical reactions, such 
as sweating, trouble breathing, nausea, or a pounding heart 
     
20. I had dreams about it      
21. I felt watchful and on guard       

















Here are some statements about how people interact with other people. For each statement, tick the 
box that best reflects YOUR communication with others. Be honest in your responses and reflect 
on your communication behaviour over the LAST ONE MONTH very carefully. 
 
 
PLEASE TICK THE ANSWER 









1. Allow friends to see who I 
really am 
     
2. Other people know what I'm 
thinking 
     
3.  I reveal how I feel to others      
Empathy 
 
4. I can put myself in others' shoes       
5. I don’t know exactly what 
others are feeling 
     
6. Other people think that I 
understand them 
     
Social Relaxation 
 
7. I am comfortable in social 
situations 
     
8. I feel relaxed in small group 
gatherings, 
     
9. I feel insecure in groups of 
strangers 
     
Assertiveness 
 
10. When I've been wronged, I 
confront the person who 
wronged me 
     
11. I have trouble standing up for 
myself 
     




13. My conversations are pretty 
one-sided  
     
14. I let others know that I 
understand what they say 
     










PLEASE TICK THE ANSWER 










16. My conversations are 
characterized by smooth shifts 
from one topic to the next 
     
17. I take charge of conversations 
I'm in by negotiating what 
topics we talk about 
     
18. In conversations with friends, I 
perceive not only what they say 
but what they don’t say 
     
Expressiveness 
 
19. My friends can tell when I'm 
happy or sad 
     
20. It's difficult to find the right 
words to express myself  
     
21. I express myself well verbally      
Supportiveness 
 
22. My communication is usually 
descriptive, not evaluative 
     
23. I communicate with others as 
though they're equals 
     
24. Others would describe me as 
warm 
     
Immediacy 
 
25. My friends truly believe that I 
care about them 
     
26.  I try to look others in the eye 
when I speak with them 
     
27. I tell people when I feel close to 
them 
     
Environmental Control 
 
28. I accomplish my 
communication goals 
     
29. I can persuade others to my 
position, 
     
30. I have trouble convincing others 
to do what I want them to do 
     
 







Appendix 3.1: Copyright permission to include paper in thesis (Chapter 3) - Aggression 




For further guidelines about obtaining permission, please review our Frequently Asked Questions 
below: 
When is permission required? 
When is permission not required? 
From whom do I need permission? 
How do I obtain permission to use photographs or illustrations? 
Do I need to obtain permission to use material posted on a website? 
What rights does Elsevier require when requesting permission? 
How do I obtain permission from another publisher? 
What is Rightslink? 
What should I do if I am not able to locate the copyright owner? 
What is Elsevier's policy on using patient photographs? 
Can I obtain permission from a Reproduction Rights Organization (RRO)? 
Is Elsevier an STM signatory publisher? 
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Prof. Ronald C. Kessler 
Harvard Medical School 
Department of Health Care Policy 
180 Longwood Avenue 
Boston, MA 02115-5899 
United States of America 
 
Dear Prof. Kessler, 
My name is Maria Baby. I am a Doctoral student at the University of Otago, and am 
conducting a Randomised Controlled Trial of a communication skills training programme 
for healthcare workers to prevent and minimise patient perpetrated aggression in 
requirements for my degree.   I have chosen mindfulness as the control package following 
expert advice. The measures to collect data include the Kessler 10 which is the most 
appropriate measure for the purposes of this study; the K10 is used as an outcome measure 
to measure effect of training on general wellbeing.   A print copy of this thesis when 
completed will be deposited in the University Library, and a digital copy will also be made 
available online via our University’s digital repository, OUR Archive. This is a not-for-
profit research repository for scholarly work which is intended to make research 
undertaken in the University available to as wide an audience as possible.   
I am writing to request permission for the following work, for which I believe you hold the 
copyright, to be included in my thesis:  
Source: http://www.hcp.med.harvard.edu/ncs/k6_scales.php 
 Self-Administered (English)- K10 scale 
I am seeking from you a non-exclusive licence for an indefinite period to include these 
materials in the print and electronic copies of my thesis. The materials will be fully and 




If you agree, I should be very grateful if you would sign the form below and return a copy 
to me. If you do not agree, or if you do not hold the copyright in this work, would you 
please notify me of this. I can most quickly be reached by email at 
mar42892@student.otago.ac.nz. 
Thank you for your assistance. I look forward to hearing from you.   
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indefinite period to include the above materials, for which I am the copyright owner, in the 
print and digital copies of your thesis.  















Mailbox of marie_babe1284 
    
Subject: Re: Copyright permission to use the K10 scale  
From: Kessler, Ronald <kessler@hcp.med.harvard.edu> on Fri, 15 Jan 2016 18:50:05 
To: Maria Baby Maria Baby <mar42892@student.otago.ac.nz>  
Cc: HMS-RonkAdm <ronkadm@hcp.med.harvard.edu>  
 
I agree to you using the K19 scale in your research. I am writing from a cell phone and 
unable to open your document it sign it, but this email will suffice as an approval.  And good 















PhD Candidate, Department of Psychological Medicine 
Dunedin School of Medicine, University of Otago 
Dunedin 9054, New Zealand 
 
 
January 15, 2016 
 
 
Dr. Daniel Weiss, 
Professor 
UCSF School of Medicine 
Department of Psychiatry 
401 Parnassus Ave, Lang Porter  
San Francisco CA 94143 
United States of America 
 
 
Dear Dr. Weiss, 
My name is Maria Baby. I am a Doctoral student at the University of Otago, and am 
conducting a Randomised Controlled Trial of a communication skills training programme 
for healthcare workers to prevent and minimise patient perpetrated aggression in 
requirements for my degree.   I have chosen mindfulness as the control package following 
expert advice. The measures to collect data include the Impact of Events Scale- Revised 
(IES-R) which is the most appropriate measure for the purposes of this study; the IES-R is 
used as an outcome measure for any trauma or stress. A print copy of this thesis when 
completed will be deposited in the University Library, and a digital copy will also be made 
available online via our University’s digital repository, OUR Archive. This is a not-for-
profit research repository for scholarly work which is intended to make research 
undertaken in the University available to as wide an audience as possible.   
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Source: Weiss, D.S., & Marmar, C.R. (1997). The Impact of Event Scale-Revised. In 
J.P. Wilson, & T.M. Keane (Eds.), Assessing Psychological Trauma and 
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materials in the print and electronic copies of my thesis. The materials will be fully and 
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Thank you for your assistance. I look forward to hearing from you.   





I ______DANIEL WEISS___ agree to grant you a non-exclusive licence for an indefinite 
period to include the above materials, for which I am the copyright owner, in the print and 














































Sequence Allocation Strata/ 
Organisation 
Sequence Allocation 
DHB 1 B NGO 1 A 
DHB 2 A NGO 2 B 
DHB 3 B NGO 3 A 
DHB 4 A NGO 4 B 
DHB 5 A NGO 5 B 
DHB 6 B NGO 6 A 
DHB 7 A NGO 7 A 
DHB 8 B NGO 8 B 
DHB 9 A NGO 9 B 
DHB 10 B NGO 10 A 
DHB 11 B NGO 11 A 
DHB 12 A NGO 12 B 
DHB 13 A NGO 13 A 
DHB 14 B NGO 14 A 
DHB 15 A NGO 15 B 
DHB 16 B NGO 16 A 
DHB 17 B NGO 17 A 
DHB 18 A NGO 18 A 
DHB 19 A NGO 19 B 
DHB 20 B NGO 20 B 
DHB 21 A NGO 21 A 
DHB 22 B NGO 22 A 
DHB 23 A NGO 23 B 
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